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Clinical "Review. 

VOL. VIII. APRIL, 1898. NO. 1. 

GYN/ECOLOGICAL CLINIC. Service of Franklin 
H. Martin, M. D., Professor of Gynecology, 
Post- Graduate Medical School, Chicago, assisted 
by J?. A. Besley, M. D., Lecturer on Gynecology. 

(Stenographic report.) 

Examination under Ancesthetic: We have practically 
no history of this case. On account of the difference in 
language the interne neglected to obtain a satisfacctory 
history. The woman is 8 years of age, has borne several 
children, and is sick, but how she has complained I do not 
know. 

I will make an examination under an anaesthetic and de- 
cide what to do for her. She has a large vagina and the 
perineum is thoroughly torn out. We will examine the uterus 
with the idea cf determining its size and condition. I place 
my finger behind the cervix and with some difficulty can 
reach the fundus in the posterior cul-de sac in a retroverted 
position. By pushing the cervix backward I can bring the 
fundus forward without much difficulty, showing that while 
the uterus is retroverted it is perfectlv movable. The uterus 
is larger than normal, in other words we have a subinvolution 
and metritis which causes its enlargement. Going oft from 
the left horn of the uterus I find nothing either above or be- 
low. On the opposite side I can feel the normal tube, which 
is rather unusual. So we have the uterus retroverted, per- 
fectly movable, and no signs of adhesion ; but the uterus has 
been in this condition some time which accounts for the en- 
largement in its body. Then we have this laceration of the 
perineum, this vaginal outlet larger than it should be, which 
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has favored the retroversion and allowed the uterus to come 
down. The cervix is large. 

I am puzzled, for I know nothing about the history of this 
case. The uterus is large and soft, about what we would get 
wi th a month's conception. The cervix is extremely soft. I am 
afraid this woman is pregnant and think we had better wait 
until we get a little more history. No harm can come from 
waiting and, while we might bring up the uterus and shorten 
the round ligaments without producing a miscarriage, we 
will wait. She has some hemorrhoids which we will attend 
to at the same time. Although undecided about the condi- 
tion of this uterus you have drawn from what I have said 
the course that would be pursued. She has retroversion, 
laceration of the perineum and cervix, and haemorrhoids. We 
would restore the perineum in order to support the cervix 
and keep it up in the vagina where it belongs. It would be 
useless to undertake any operation without restoring the 
perineum. First we would curette the uterus thoroughly in 
order to have a clean back door for our operation, as well 
as to .make it aseptic. Then we would restore the perineum 
and do what is necessary for the hemorrhoids. Then, if the 
uterus is perfectly movable and free from adhesions and the 
appendages normal, we would do an Alexander operation. 

In this case we would use no pessary, nor in any case 
after an Alexander operation, for the reason that after it 
was removed the woman would have a period of anxiety and 
weakness — a second convalescence. Shortening the round 
ligament is a somewhat difficult operation as you know. The 
first difficulty consists in finding the ligament. The method 
of fixation we use is a little unique, as it does away with the 
necessity of using any kind of a buried suture. After the 
ligaments are free we draw the ligament of one side over 
into the wound of the opposite side, so the two ligaments 
are together. Then with the retractor draw the tissue to 
. one side and tie the two ligaments together directly over 
the pubis, which makes our fixation. 

Removal of Infected Appendages and Ventral Fixation of 
Uterus: Mrs. C, age 30; occupation, nurse. Family 
history: MotherTiied of pneumonia; father died of consump- 
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tion. Pour brothers and four sisters, all living and healthy. 

Personal history: Menstruated when 12 years old, al- 
ways been regular. Married when 16. Has had two chil- 
dren and two miscarriages. First child born when she was 
17 years old and she has never been well since. Pour years 
ago had miscarriage and was very sick for several weeks. 

This is another case in which the diagnosis will have to 
be made at once as she had no examination under an an- 
aesthetic. Prom the history we have a certain clue, but it 
has very little importance unassociated with what we may 
find in the pelvis. The fact that she was never well after 
the birth of her child might be accounted for by laceration 
of the perineum. This was restored last July. There is a 
history of miscarriage, following which she had pain in the 
pelvis. According to the information I obtained from her 
in the office she was slow about getting up at that time, had 
fever and distention of the bowels, in fact, symptoms of 
peritonitis. So that in all probability she was infected at 
the time of the miscarriage, the infection extending from 
the uterus to the tubes and from there to the peritoneum. 

We find the uterus retroverted and pretty well fixed. I 
can bring it forward but it brings the tissues with it and re- 
turns as soon as I let go. To the left and lower than the 
horn of the uterus, so low that it is probably ovarian, I find 
an enlargement. There is infection undoubtedly of the left 
side. I also feel, well down in the cul-de-sac, on the right 
side, something that ought not to exist. In other words we 
have infection of the appendages, probably involving both 
tubes and ovaries, with a fixed uterus. Wo will do a lapar- 
otomy. 

Operation. Make an incision from about two inches be- 
low the umbilicus to about one and one-half inches above 
the symphysis. Go down to the subperitoneal tissue and 
catch it on a pair of forceps, working until you penetrate 
the peritoneum, which will be indicated by the air rushing 
into the peritoneal cavity. Pack back the intestines, then 
seek the uterus as your landmark. I find the uterus with 
posterior adhesions which I separate with my finger as I go 
to the posterior cul-de-sac. Bring up the uterus and follow 
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the tube out to the left, keeping back of the broad ligament 
which is necessary in order to enucleate. Back of the broad 
ligament we find a hard mass which we can gradually pull 
up and find it is an infected ovary with the tube attached. 
With this well up in the hand ligate off the infected tissue. 
Take the infundibular pelvic fold as one side of our pedicle 
and the utero ovarian ligament as the other, so we have both 
sides of our pedicle secure from slipping, then tie securely. 
Usually we put in a double ligature of catgut, one to rein- 
force the other. Attach to the utero- ovarian ligament a 
forceps on the outside of the ligature so that in subse- 
quent manipulations we will not tear it off. Disinfect 
this with strong bichlorid, then seek the appendage on the 
opposite side. We find the same condition of affairs with a 
larger cyst of the ovary. The tube is hovering over the 
ovary, holding it in a close, friendly embrace, having in- . 
fected it in the mean time. We catch the utero- ovarian lig- 
ament on one side and the infundibulopelvic on the other, 
and in that way secure both sides of our pedicle. 

This woman has been tormented with all the symptoms 
of retroversion, aggravated by adherent appendages. The 
symptoms of a retroverted uterus, adherent, or adherent 
appendages are such as to drive any woman insane in time. 
This woman, being a nurse, usually had things to think of 
besides society. It was not necessary for her to exaggerate 
her own symptoms in order to have a vocation, but the time 
came when they could no longer be tolerated. With these 
appendages enucleated, the uterus brought well forward, 
the adhesions completely broken up, and the uterus fixed to 
the abdominal wall there is no reason why we cannot re- 
store this woman to perfect health. 

In securing the uterus we will not have to put in silk or 
silk-worm gut, but will use the tissue provided by nature, 
her own. which will not irritate, I do not find the ura- 
chus so take a strip of peritoneum about two centimeters 
in width and with it make a new ligament. This we will 
draw through the fundus of the uterus in such a way as to 
support it in the lower angle of the wound. With the uter- 
us well up and the adhesions well broken away, a Cleveland 
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needle is put through posterior to the crest of the fundus of 
the uterus in such a way that the ligature holder will come 
out just at the crest of the uterus and draw the ligament 
through the opening, making a suspension of the uterus on 
the ligament. With a little catgut we will fix the uterus tem- 
porarily so there will be no strain until it is thoroughly 
fixed, putting thecatgut beneath the point through which we 
have drawn our ligament so as to completely close the opening. 
Otherwise we might get haemorrhage. In ten days this cat- 
gut will disappear, the wound be healed, and the new liga- 
ment buried the whole length of the wound, and, as it is bur- 
ied in the best nourished tissue in the body there is no doubt 
but its integrity will be maintained. The peritoneum is so 
loose and abundant that we do not miss the strip that is tak- 
en off. 

If the urachus lies in the line of our wound, in a case 
where the appendages have been removed, there is no rea- 
son why we should not use that. In cases, however, where 
you allow the ovaries to remain and pregnancy is possible I 
believe it is better to use the peritoneum which allows a 
greater range of movement. In other words, I believe that 
full pregnancy might occur in cases like this where concep- 
tion is possible. 

The infection in this case has run its course. This woman 
was infected with some kind of pathogenic bacteria which in- 
volved the tubejthe tube,f rom its inflamed condition, embraced 
the ovary and infected that, and the omentum, rushing in to 
protect the general peritoneal cavity from infection, became 
infected and adhesions formed which have remained ever 
since. The infection ran its course and was destroyed so 
that in all probability it would be impossible now to get any 
kind of germ growth from these tubes. Frequently when 
they still have pus in them we are unable to get a culture on 
account of the germs having been destroyed, so that when 
we accidentally have the pus spread over the peritoneum, as 
we sometimes do, we do not feel the same anxiety that we 
would if it were a recent abscess, or one which had its origin 
in the intestines. 

Putting a sponge down into the posterior cul-de-sac we 
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find very little discharge. Place the omentum well down 
over the intestines and before closing the wound wash the 
surface of it with bichlorid solution. While we cannot use 
bichlorid on the peritoneum we can use it on the external 
surface which is more likely to become infected. Lay this 
new ligament in the middle of the wound in such a way that 
it will become part of it the entire length, and if the wound 
heals the uterus is bound to become fixed. 

Notice how small and empty the intestines are in this 
case, a condition we like to see and which can always be ob- 
tained with careful preparation. The patient with small in- 
testines at the time of the operation should give very little 
trouble afterwards. In other words we can do a great deal 
towards relieving ourselves of the disagreeable in the after 
treatment by a careful preparation. We seek to have the 
bowels absolutely empty and as nearly aseptic as possible. 
We empty them with calomel or blue mass, a through and 
through cathartic first, which is followed by salines which 
will cause thorough movement of the bowels without any 
stimulation by enema. After the bowels move freely, and 
we give the salines until we can see the bile, we wash out 
the lower bowel completely with soap and sterilized water. 

During the process of emptying the bowels we seek to 
make them antiseptic, using for that purpose bismuth, car- 
damom tincture, oil of wintergreen or cloves. As a tonic we 
use strychnia for a week beforehand, ^ of a grain every four 
hours, getting the woman in a state of tonicity so that when 
she comes to the table there will be nothing in the bowels 
that can ferment. She is given a fluid diet during this time 
and partly predigested. There is nothing in the bowels to 
make gas and we will have very little disturbance after the 
patient has returned to her bed. , • 

The method of closing the wound and reinforcing with 
straps in this way takes all strain off the wound until union 
is pretty well established. It should be supported for at 
least six to nine months after the patient leaves the hospital,, 
as it is soft for a long time. 

Note.— Convalescence ideal. 
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Two large Ovarian Gystomata and Fibroid Uterus: Age 
33. American by birth. Family history: Father living at 
the age of 70; mother died aged 67. 

Personal history: Menstruation began at 13. Had one 
child twelve years ago. Three months ago began to have 
pain in the right side of the abdomen accompanied by swell- 
ing. Enlargement of the abdomen rapid. Has been around 
until about two weeks ago. General health good except 
headache. Appetite only fairly good. When lying down 
pain is much less and not so much bearing down. 

We have a tumor to deal with in which the diagnosis is 
obscure. The woman has menstruated freely and regularly 
up to the present time. The cervix is soft and has the char- 
acteristics of pregnancy but it seems to me that I can differ- 
entiate a mass low down which may or may not be the 
uterus, as I cannot trace a direct continuity with the cervix. 
In fact there seems to be a point of separation. In the right 
side I can feel what seems to be another lobe or mass and, 
above all this, we get what appears to be a tumor of consid- 
erable size which I outline with my hand in this way. 

The fact that the flow is increased would lead us to be- 
lieve that the uterus is enlarged, which might be the result 
of a fibroid, or we would have a slight increase from a car- 
cinoma. There has been no discharged rom the uterus which 
would make carcinoma probable. I cannot make out any 
fluctuation of this ma£s and am inclined to believe that we 
have a solid tumor or a large number of small cysts, which 
would feel the same as a solid tumor, or nearly so. What I 
have said in regard to this does not give a very definite idea 
of the existing condition, but I think you have as definite an 
idea as I have. I believe that we can eliminate pregnancy 
and will, therefore, do a laparotomy. 

Operation. The upper tumor is a cyst and adherent to 
the peritoneum. I can separate the adhesions very easily 
with my finger, but while they are slight there are a great 
many of them. The appendix has adhered to the mass and 
the attending physician says that several weeks ago the 
patient had what resembled appendicitis. The tumor seems 
to be an ordinary cyst of the ovary and we will probably 
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find another on the opposite side. Ligate here, exactly as 
we did when we removed the small cystic ovary, the utero- 
ovarian ligament and from the tube go to the outer edge and 
catch the infundibulo-pelvic support. An important ruJe 
about removing a tumor of any kind is to remove all of the 
tumor, otherwise it is liable to return. If we made a pedicle 
of a portion of this cyst the secretion would be likely to 
coutinue and another cyst would develop. Twist the uter- 
ine artery after tying it. The uterus is considerably en- 
larged, probably three or four inches in depth, and is J dis- 
tinctly fibroid. 

The other tube is elongated, but under the circumstan- 
ces I will not do a hysterectomy. The removal of the ap- 
pendages will be the safer operation. We are quite sure 
that the woman will get well any way, but we are a little 
surer, even yet, if we only remove the appendages, although 
a hysterectomy in this case is probably easier than ordinari- 
ly. In twelve out of thirteen cases, according go Tait, this 
operation produces artificial menopause, and in a large per 
cent, of cases the tumor is cured or its growth stopped in 
consequence of one- third of the blood supply of the uterus 
being cut off with the removal of the appendages. 

In closing the wound it is much safer to take the whole 
abdominal wound than to take it in layers. I am positive 
that I can get a thicker cicatrix which I consider very im- 
portant. If the wall is thinner here than elsewhere it will 
% present a cavity on the under surface which will arrest the 
intra- abdominal pressure, which pressure is sure to over 
come the wound in time. On the other hand if it is thicker 
here we will have a projecting ridge inside of the cavity which 
direct the pressure in another direction and tend to avoid will 
hernia or complete yielding in the end. If you close the ab- 
domen in layers you are liable to leave out a portion of the 
tissues. Another advantage of this method is that there 
are no buried sutures. Everything is removed and the im- 
portance of that, it seems to me, needs no argument if the 
wound is properly supported afterwards. The slight adhes- 
ions we had here gave rise to no haemorrhage. 

I think the difficulty of diagnosis was excusable in this 
case, as it is very seldom that we get a multiple cyst of the 
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ovary complicated with a fibroid. I was almost positive 
that the mass in the pelvis was solid, as I was unable to get 
any fluctuation. There was no way to differentiate without 
using a trocar, which 1 would advise against in most cases. 
There is no excuse for jabbing a trocar into the abdomen, 
and it might penetrate the intestines. After eliminating 
pregnancy I saw no reason for temporizing, and if it were 
pregnancy it could not be normal because two distinct tu- 
mors were recognizable. 

As in preparing the bowels we empty them, make them 
aseptic, and keep them tonic, so in the after treatment we 
will endeavor to keep them empty, open and aseptic. In 
order to keep them empty we will give very little food and 
only that which is easily assimilated, as predigested food, 
peptonized milk, etc., and will begin immediately with laxa- 
tives. Within twelve hours we will seek to empty them and 
to start the vermicular action with enemas. If gas is not 
passing freely in twelve hours give a stimulating enema, sul- 
phate of magnesia, glycerine, and water, equal parts, giving it 
with a long tube. That will usually start the gas immediately. 
In cases like this where there are likely to be adhesions form 
ing we are unusually anxious to start the vermicular action 
early. We will begin as soon as this woman can swallow 
anything giving her liquid citrate of magnesia, one ounce 
every hour, and if she tolerates that, two ounces every hour, 
and we will continue the enema every twelve hours until the 
bowels have moved once or twice. Just as sopn as she 
leaves the table we will begin giving her strychnia every 
four hours, hypodermically 

The question was just asked why I did not do a ventral 
fixation in this case. The uterus is distinctly fibroid and 
at the crest where I would be obliged to penetrate is a 
nodule and if I had fixed the uterus and it had atrophied we 
would have had a distinct pull which would be very painful 
and might have distorted the wound. Then I do not know 
what effect would follow penetration of one of these fibroid 
masses. It is something I never have done and, therefore 
•consider it unadvisable in this case. 

Note. — The convalesence of this patient was ideal. 
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Removal of Both Tubes and Ovaries— Oonorrhoeal Infection: 
Patient aged 31; occupation, dressmaker. Family history : 
Negative. 

Personal history: Menstruated when 13. Married 
when 14. Has had three children and one miscarriage, last 
child being born eight years ago. Had miscarriage four 
years ago. She now complains of pain in the right side and 
has backache and headache. There is tenderness to press- 
ure on both sides. Menstruates regularly but flow is 
scanty-. 

I find the uterus in the posterior cul-de-sac and fixed, 
and feel an inflammatory mass on the left side, low down, 
and undoubtedly connected with the uterus. The uterus 
cannot be brought up, as the second case before this could 
be, and cannot be brought forward at all, so I am unable to 
palpate the appendages as in that case. However, from the 
history and what I can feel here, and what I cannot feel, I 
do not hesitate to pronounce it double infection of the ap- 
pendages with peritoneal infection and adhesions. I can 
feel a mass in both sides but not very distinctly. The 
uteru& cannot be replaced without removing adhesions. This 
woman is extremely anxious to bear children. It is an un- 
usual and commendable desire and if possible we will save 
enough of the appendages for that purpose, but I am afraid 
it is one of those instances of typical gonorrhoeal pyosalpinx 
with universal destruction of the tubes and ovaries. 

Operation. The first thing to do is to replace the 
uterus, but the adhesions are so thoroughly organized that 
it is difficult to start a point of separation. I begin pos- 
teriorly on the appendages of the left side, where I &« r - 
arate the adhesions with some difficulty, but gradually work 
my way until I can get my hand behind the uterus and sep- 
arate them there. Remember in these cases never to tear. 
Find a place of • demarkation between the tissues and you 
can usually separate them. As the uterus does not come up 
yet it is difficult to tie off these left appendages so I will pass 
over to the right side and I find a condition of affairs we do 
not often see. I find the tube very difficult of enucleation, 
but am gradually scooping it up from behind in my hand, 
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being very careful as I do so not, to tear, but to separate. 
It is one of the most difficult enucleations we could possibly 
have. The only thing I can liken it to is removing an ad- 
herent placenta from the interior of a contracting uterus. 
Now I have this infected mass up and the uterus free, 
* but I must remember that the poor woman wants to bear 
children. If she could only have a pair of ovaries from 
some woman who wants to shirk that responsibility and 
these could be placed in the woman who would like to shirk, 
the eternal fitness of things might be more easily understood. 
I don't see how an ovum could traverse these tubes, and the 
same barriers would prevent spermatozoa from taking the 
same route in the opposite direction. The ovary has been 
riddled in my attempt to enucleate it. The tube is cystic 
and completely closed over the ovary. I ligate where the 
utero-ovarian ligament ought to be— the stump of it. I have 
the uterus up at last and you see how hopeless an attempt 
to save anything would be; in fact it can't be done, the 
woman can never bear children. 

We have the uterus well up and free from adhesions 
and will suspend it on the urachus if it is to be found. We 
find nothing but unimportant branches of it here so will take 
from the side of the wound a strip of peritoneum. With 
the uterus well up penetrate it posterior to the crest, mak- 
ing a wide opening because we have a wide strip with which 
to make a good suspension. An important thing to decide 
in these cases where there has been extensive enucleation is 
when to drain. There is no free blood here, and little gen- 
eral oozing, so we will not drain. 

I want you to be thoroughly convinced in your own 
minds that we have not removed unnecessarily a healthy 
tube or ovary from either side, and I therefore pass the 
specimens. This is a cyst of the tube. The tube grasped 
the ovary and they became firmly adherent. The ovary 
was completely riddled in removing. Nothing could pass 
through the tube either way and no amount of probing 
would fix it so as to conduct spermatozoa. On the opposite 
side the tube is much enlarged and closed at both ends and 
the ovary has become cystic. They were covered at all points 
with adhesions and you noticed with what difficulty we 
enucleated them. 

Note. — Convalescence ideal. 
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SOME REMARKS ON THE SURGICAL TREATMENT 
OF ACUTE INFECTIONS OF THE UTERUS.— 
ByB. C. Dudley, M. D., Professor of Gynmolog 
Northwestern University Medical School; Gyn- 
aecologist to St. Luke's Hospital, Chicago. 

(Part of a lecture delivered at the Northwestern UnlversityMedlcal School.) 

When the systemic condition is grave and the nervous 
system shows profound ptomaine poisoning, the disease un- 
der any treatment will, in a large proportion of cases, ter- 
minate fatally. A number of practical and momentous ques 
tions at once arise: 

Question I. — Is there simple absorption into the circu- 
lation from some focus of decomposition in the uterus; is 
the toxaemia due to the products <?f a decomposing foreign 
body such as a clot of blood, a fragment of placenta, re- 
tained membranes or pent up lochia; in other words, is it 
due to the absorbed products of putrefactive bacteria? To 
put the question in more concise form, is it sapraemia? If 
the answer be in the affirmative the indication is clear and 
imperative to remove the putrefying mass, wash out the en- 
dometrium and establish drainage. The offending mass 
may be removed with the finger, the placental forceps or, if 
necessary, with the dull curette. Sharp curettage, powerful 
cauterization and all other severe surgical measures are un- 
necessary, dangerous and forbidden. 

Question II. — Is the uterine mucosa the seat of an in- 
fection, and if such is it the distributing point of bacteria 
which may spread and infect the uterine appendages and 
peritoneum; is the systemic disturbance such as to suggest- 
that the bacteria and their products are very liable to enter 
the general circulation in quantities sufficient to give rise to 
septicaemia; if the bacterial invasion has extended beyond 
the uterus to what extent are the uterine appendages and 
peritoneum involved? 

Question III. — Have pus emboli been carried through 
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the circulation from one focus of suppuration to set up other 
foci in different parts of the body and thereby produce 
metastatic abscesses? To put the question in another form, 
is there, or is there likely to be, pyeemia? 

If the answers to the second and third questions are in 
the affirmative, it becomes essential to decide whether the 
infection has spread so far beyond the uterus as to make the 
metritis relatively insignificant. Clearly, if there are met- 
astatic abscesses, or if even the infection has spread to the 
other pelvic organs, surgical treatment of the intra-uterine 
infection alone would be useless and might add to the dan- 
ger. Abdominal or vaginal section and the drainage of the 
abscesses, or even the removal of the uterus and its append- 
ages, would then have to be considered. 

The milder cases, as already stated, may be safely left 
to palliative and expectant treatment. The graver infec- 
tions unfortunately have, in the majority of cases, passed 
beyond the range of intra- uterine therapeutics before the 
question of operative interference is forced upon the sur- 
geon. We are then concerned only with the question: 

What surgical measures, if any, are justifiable in the 
effort to prevent the spread of dangerous acute uterine in- 
fection which is still nearly or quite confined to the uterus? 
The method of dilatation, curettage and drainage of the 
endometrium has now to be considered. In this considera- 
tion let us not loose sight of the purpose of these procedures; 
it is to cut short the uterine infection and to prevent its ex- 
tension or, if already in a degree extended, to limit its force 
by withdrawing the toxic supply. Partial, inefficient curet- 
tage which opens up and exposes fresh lymphatics and 
veins, but does not remove all the infected mucosa, will pre- 
pare the way for further infection which may be more viru- 
lent and more sweeping than the first; as tersely stated by 
De Lee, it is like raking over a patch of lawn after scatter- 
ing seed over it — a veritable insemination. It is evident, 
therefore, that curettage, if indicated at all, should be thor- 
ough; should, indeed, stop at nothing short of the removal 
of the entire infected mucosa. The sharp curette which has 
generally been considered a more dangerous instrument 
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than the dull, is in reality less dangerous. The operations 
reported by Pryor, Krug and others, indeed prove that the 
sharp curette in careful hands is much less dangerous than 
has been supposed. Its thorough application in properly 
selected cases, according to reliable report, has been fol- 
lowed by prompt decrease in the ptomaine poisoning and in 
the other grave symptoms. The opponents of the opera- 
tion, however, declare that most of the recoveries would 
have occurred without it and that many of the failures have 
occurred in consequence of it. 

If the infected endometrium has become soft, spongy, 
friable and macerated, and if it is decided that its thorough 
removal will lessen the danger of the extension of the in • 
fection, the steps of the operation will be as follows: 

1. Anesthesia; 

2. Aseptic preparation of the vagina and external 
genitalia; 

3. Dilatation of the uterus unless it is already suf- 
ficiently open; 

4. Removal of the infected endometrium by means of 
the sharp curette; 

5. Thorough irrigation of the endometrium with steril- 
ized water; 

6. Thorough mopping out of the endometrium with 
cotton wound on dressing forceps and dipped in a saturated 
solution of iodine crystals with pure carbolic acid; 

7. An antiseptic dressing over the vulva. 

Some omit the iodine and carbolic acid application and 
rely upon the thoroughness of the curette to remove all in- 
fectious matter. An advantage, however, in the use of this 
powerful disinfectant, lies in the fact that it insures thorough 
disinfection of any infected shreds which may have escaped 
the curette, and that by its cauterizing effect so shuts the 
mouths of the freshly opened lymph and blood vessels that 
further absorption through them is less likely to occur. 

It is the custom of many excellent operators to tampon 
the endometrium lightly with a continuous strip of antisep- 
tic gauze, and to fill the vagina with another strip some- 
what wider; after twenty-four hours they remove the gauze, 
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repeat the intra- uterine irrigation and introduce fresh 
gauze. Anaesthesia is not usually required. Before the re- 
moval of the gauze it is well to make a thorough intra- 
uterine application of creolin or of a twenty-five per cent, 
solution of ichtholate of ammonium in glycerine. It is a 
mistake to saturate the gauze with such medicinal sub- 
stances, because they interfere with its chief function— cap- 
illary drainage. Iodoform and sublimated gauze have 
caused dangerous poisoning and are, therefore, not pre- 
ferred. If the grave symptoms have subsided the gauze 
may be removed at the end of twenty-four hours and need 
not be renewed. In very infectious cases some operators re- 
new the gauze and irrigate with di-oxide of hydrogen daily 
until the uterine secretions become normal. 

The operation above given is less dangerous and more 
rational than the meddlesome, half-way measures of intra- 
uterine medication and irrigation of the undilated septic 
uterus. The judicious selection of cases is manifestly a 
matter of great difficulty. If proper selection can be made 
the operation in careful hands may be permissible and 
useful. 

In puerperal infections especially in streptococcus in- 
fections the toxines are apt to be specially deficient in their 
power to attract leucocytes; that is, to build up a limiting 
wall around the infected center and thereby to protect the 
general system against invasion. For this reason the puer- 
peral infections especially if of the streptococcus variety are 
said to offer a relatively strong indication for early interfer- 
ence. But the streptococcus germs may reach the uterus in 
an hour; in^two or three hours more they may have passed 
far beyond the uterus where no curette can reach them. Fu- 
ture bacteriological researches may open the way for an eti- 
ological classification which will furnish a safe and definite 
guide to the therapeutic indication. Work in this direction 
thus far however gives little promise of immediate practical 
results. In this connection we may add that serum therapy 
is undeveloped and therefore in a> practical sense not yet 
very pertinent to the subject. 

The writer's personal conviction on the value of dilata 
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tion, curettage and drainage of the endometrium in acute in- 
fection is that the measure should be limited in its applica- 
tion. Let no man be lured to the performance of this dan- 
gerous operation in an acute case because of the ease, safety 
and efficiency of the corresponding operation in chronic en- 
dometritis. The only cases in which it should be performed 
are those which will otherwise result in dangerous spreading 
of the infection. All admit the practical difficulty, not to 
say impossibility, of selection so as to limit the operation to 
those infections which are really dangerous and still confined 
to the uterus. It is moreover a practical question whether 
the course of grave puerperal gonorrhoeal or traumatic in- 
fection is often arrested by the procedure. At the same 
time few will deny that the operation has repeatedly given 
rise to fatal results. On the other hand expectancy and pal- 
liation will often be rewarded by the subsidence of grave 
symptoms and final recovery. 

There can be for a surgeon no greater cause of regret 
than the fact that he has exhausted the resisting forces of 
his patient by a dangerous and questionable measure which 
in itself may have contributed to the necessity of a more 
radical operation and that, while by an unefficient operation 
he has been lulling himself ii\to a sense of false security the 
infection has been gaining irresistable force. If urgent in- 
dications arise the only hope of recovery may be in abdomi- 
nal or vaginal section and drainage, or the removal of the 
infected uterus together with its appendages. These opera- 
tions if indicated at all are made necessary by the rapid 
spread of the infective process and therefore become at once 
imperative. Until the necessity of such extreme measures 
becomes apparent there is virtue in the attitude of watchful 
expectancy. 
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CLINICAL LECTURE ON OBSTETRICS AND 
GYNECOLOGY. INFECTION OF THE PERI- 
TONEUM DURING THE PUERPERIUM. 
By Denslow Lewis, M. D„ Professor of Gynae- 
cology in the Chicago Policlinic. 

(Delivered in the Cook County Hospital, Chicago. Stenographlcally reported by 
Bertha Barnet). 

We will now consider in detail the effects of infection 
of the peritoneum occurring during the puerperium. You 
notice I do not say "puerperal peritonitis," under 
which title this subject is usually discussed. I object to 
the use of the word "puerperal" in this connection, for it 
would seem to imply a special variety of the disease, which 
is absurd, i dislike the term peritonitis, for it is the infec- 
tion which is of importance and which we are called upon to 
treat. The peritonitis which may exist is but one of the 
effects of the infection, and is nature's effort to limit in- 
vasion by inflammatory reaction, as I have pointed out when 
speaking of infection of different portions of the parturient 
canal and adjacent tissues. 

I have often called your attention to the extension of 
infection by continuity of mucous surface through the 
uterus and tubes until the peritoneum near the fimbriated 
extremities has become involved. I have explained why an 
extension of this character occurs more often following 
abortion or gonorrhoea because there is no placental site to 
favor infection through open mouths of blood vessels and 
lymphatics. I have also asked you to remember that when 
a peritonitis is thus incited it does not usually become 
general, because the proximity of kinks of intestines 
and the viscera in the pelvis tend to induce agglutination 
which saves from invasion the general peritoneal cav- 
ity. 

Even where the infection, under these conditions, results 
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in suppuration the abscess formed is limited in extent and 
really extra- peritoneal. In many instances it can be treated 
as an abscess of the subperitoneal cavity of the pelvis by 
vaginal incision and drainage. Indeed such a method of 
treatment is often advisable, even when the true nature of 
the abscess is not discovered until after the abdominal wall 
has been incised. In several instances, when extensive and 
firm adhesions have been noted, I have abstained from 
attempts at removal through the abdominal wound but 
instead, following the advice of Martin, of Berlin,! have 
placed the patient in the exaggerated lithotomy position, 
inserted Simon's retractors and by vaginal incision reached 
the abscess cavity, the operation being greatly facilitated by 
steadying the pelvic contents by means of the hand intro- 
duced through the abdominal incision. 

In practice we often do not see patients until an abscess 
has formed. The history given may be fragmentary and 
inexact. Bi- manual examination reveals the abscess but we 
may be in doubt as to its etiological relationships. We may 
be uncertain whether it is a peritoneal abscess occasioned by 
extension of infection through the tube or whether it is 
an abscess formed below the peritoneum in the areolar tissue 
which has pushed up the peritoneum as I have so often ex-, 
plained. We may believe we have a pyosalpinx. 

I want to emphasize the fact the important thing to be 
determined is the relation the abscess bears to the periton- 
eum. If the pus is extra peritoneal, well and good. We 
know what we have to do. . We must evacuate it one way or 
another, as I have shown you in many cases illustrating the 
methods in use. There is, for example, the case where a 
vaginal incision near the uterus enables us to reach the 
abscess cavity which we pack with gauze or irrigate through 
a rubber drainage tube we have inserted. There is the case 
where the pelvic abscess has pushed up the peritoneum so 
that the pus may be safely evacuated through an abdominal 
incision made above Povpart's ligament. There are cases 
where both incisions are necessary, where 'through-and- 
through drainage alone will succeed in providing an ade- 
quate means of escape for all pus that forms, and in causing 
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the approximation of the walls of the abscess cavity and its 
ultimate obliteration. 

The important fact in connection with this treatment is 
that the suppuration is extraperitoneal. It is immaterial 
if the infection occurs by extension through the tube or, 
through the venous or lymphatic circulation. When pus 
has formed within the pelvis its etiological relationship to 
traumatisms is relatively unimportant. Having determined 
that pus is present within the pelvis, the practical point 
now to decide is whether or not it can be reached by some 
extra peritoneal operation, such as I have of ten performed 
in your presence. It may be that the usual sequence of 
events has not been followed. It may happen that a pelvic 
abscess, as it invades the abdominal cavity, has become ag- 
glutinated to the parietal peritoneum instead of pushing it 
up. It may occur that adhesions in Douglas' cul-de-sac 
have formed. These matters are unimportant in compari- 
son with the one great fact to be determined, namely, 
whether or not the abscess can be reached without danger 
to the peritoneum. 

Sometimes you will make a mistake or be uncertain. 
You will think you can reach an abscess cavity through a 
vaginal incision, and find that you will fail to do so. You 
will think you have a pyo-salpinx to deal with and find a 
peritoneal abscess which perhaps has started from the ovary. 
There is no occasion for being disconcerted under these cir- 
cumstances. If you open the abdomen and find conditions 
that make it impracticable to remove or drain an abscess, 
whatever it may be, you can stitch it to the abdominal 
wound and then open it. or you can cut into it from the 
vagina. If you find an extra-peritoneal abscess there is no 
occasion to worry as to its etiology. The plan of treatment 
is simple theoretically and you can make it simple in prac- 
tice. If the abscess is between kinks of intestines you will 
aim to maintain its extra-peritoneal character, as far as the 
rest of the peritoneum is concerned, by rubber drainage 
tube, Mikulicz drain or other approved method. 

Now it must be remembered that every case of infection 
of the peritoneum does not terminate in suppuration. Per- 
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itonitis may exist and it may subside. It may form adhe- 
sions which cause no trouble and we find them at autopsies/ 
as we do in the pleural cavity, when no history has been 
given of any discomfort due to their presence. You will 
recall what I have said about constipation and a distended 
bladder giving rise to symptoms . which seem to indicate 
infection. Peritonitis undoubtedly is present in many of 
these cases, but it subsides as the infection is cut short 
by removal of microbes or of suitable soil for their develop- 
ment. When pain is elicited on deep pressure and especially 
when tympanites is present in the course of a septic infec- 
tion, which is manifesting itself by chill, fever, exaggerated 
pulse rate and other symptoms indicative of acute bacter- 
isemia, it is customary to say that peritonitis exists. This 
may be so and again the infection may be confined to extra- 
peritoneal viscera or tissue, or the symptoms may be due to 
constipation, a distended urinary bladder or other condi- 
tions as I have just remarked. 

The practical point is very simple theoretically. The 
treatment for acute infection following labor when no cause 
can be found in traumatisms or retention of placental tissue 
or membranes is essentially the same unless 1 the presence 
of pus is demonstrated. Our operative procedure in this 
event is modified by the relation the pus bears to the peri- 
toneum, and it usually consists in the evacuation of the pus 
in the manner best calculated to prevent infection of the 
general peritoneal cavity. 

Let me show you a case wiierej^the symptoms of peri- 
tonitis persisted and yet the patient recovered. The exact 
pathology remains therefore unknown. Resolution may 
have occurred without pus formation, or if any pus was 
formed it may have become encapsulated or absorbed. To 
what extent the peritoneum was involved will never be 
known unless adhesions within the abdomen shall sometime 
in the future cause obstruction of the bowels and necessitate 
an abdominal section or furnish an autopsy. Even then but 
little evidence of the peritonitis may be noticeable. 

The patient was sent to the hospital by one of my for- 
mer internes who saw her for the first time the second day 
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after the child was born. The antecedents of the patient 
are unknown. She was delivered of the child — her third — 
without incident by a midwife. Her condition afterwards 
was satisfactory except in one respect. She had no pain, 
no rise of temperature, no inconvenience of any kind. She 
slept and took nourishment. The lochia were normal. What 
then, was wrong? I will tell you. She had a symptom 
which is the most portentious, and to my mind the most 
alarming, that a puerperal woman can ever exhibit. She 
had an exaggerated pulse beat. 

You will remember when speaking of the care of the 
puerperal woman, that I remarked upon the slowness of the 
pulse as a most favorable sign. I fear but little danger if 
the pulse rate is not increased. Pain, chills and elevation 
of temperature may all be due to trivial circumstances and 
may exist without exciting serious apprehension provided 
the pulse beat is slow and full and regular. If it is not, 
there is apt to be danger ahead, no matter how favorable 
other conditions may be. 

This patient appeared perfectly well with the one ex- 
ception noted until the second day of the puerperium. She 
then had a severe chill which was followed by high temper- 
ature. Her pulse which since her labor had been about 100 
now beat at the rate of 120 a minute. Pains throughout the 
body, and especially in the head, were now complained of 
and the patient suffered greatly from thirst. She was unable ' 
to sleep and tossed about restlessly in her bed. The lochia 
became offensive and the next day the symptoms said to 
indicate diffuse peritonitis supervened. Deep pressure on 
the abdomen caused exquisite pain. Tympanites was pres- 
ent so that the abdomen was swollen to the size of the abdo- 
men of a pregnant woman at term. The patient now lay on 
her back with legs drawn up. These symptoms continued for 
four days and then began to diminish in severity. The 
fever lasted for ten days. The pain gradually sub- 
sided but the tympanites, as you see, is still noticeable, al- 
though it is very much less than two weeks ago when 
the patient was admitted. The pulse rate is now reduced to 
85 and it is probable that the danger is over. 
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Now there is no doubt in my mind that this patient had 
peritonitis. With intense pain on deep pressure, with chill, 
fever and the symptoms that have been mentioned it may 
appear peculiar that any one should question the diagnosis 
in this case. I certainly have no desire to do so. Let us say 
at once that the patient had peritonitis. I want you to 
understand, however, that the peritonitis was but &u in- 
cident and that the infection was the factor of importance. 
I want you to realize that in our treatment we were on the 
alert for pus formation and that we abstained from vaginal 
or abdominal section because we found at no time evidence 
of pus, circumscribed extra-peri toneally, so that it was safe 
to attempt its evacuation. There was nothing in the case 
to warrant an exploratory incision, much less a hysterec- 
tomy. There was progressive amelioration of all symptoms, 
especially of the accelerated pulse beat which, in* cases of 
infection, is the most ominous of all symptoms. 

V 

The exact extent of infection in this case can never be 
known. The certainty is that the patient was infected and 
that no collection of pus occurred so that we could recognize 
it. Further than this no one can state positively in a case 
of this kind without an autopsy. The indications for treat- 
ment Were apparent and the patient has recovered. There 
was evidently no lack of judgment in this case, no irrational 
conclusion as to the advisability of the treatment instituted. 

We thought of all the possibilities and submitted the 
patient to a thorough examination. We found nothing 
abnormal within the pelvis. There was no appreciable 
traumatism of vulva, vagina or portio vaginalis. There was 
no unusual enlargement or tenderness of the uterus or its 
adnexa. There was no evidence of infection of the sur- 
rounding areolar tissue. There were present symptoms of 
blood invasion — chill, fever and accelerated pulse beat. 
There were tympanites and pain on pressure throughout the 
abdomen. There were offensive lochia. 

What was the inference and what treatment was best 
calculated to benefit the patient? Certainly there was no 
thought of vaginal or abdominal incision on the mere chance 
of finding pus. We had felt no fluctuating tumor, either in 
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the pelvis or abdomen. Had we done so, our treatment 
would haVe been simple in the extreme and would have con- 
sisted in a proper incision and the establishment of con- 
ditions favorable to the healing of the abscess cavity. The 
infection had progressed to that point in this patient where 
it was uncertain whether resolution would occur or whether 
the pathological condition would continue until pus formed. 
What was to be done in the meantime? In other words, what 
is the treatment for infection of the peritoneum which has 
resulted in peritonitis when the evidence of extraperitoneal 
pus formation is absent? 

It is not so many years ago since it was asserted that 
opium is the sheet-anchor in the treatment of peritonitis. 
There were some courageous men who gave it in decided 
doses. Clark, for instance, tells how he had the courage to 
exhibit opium until the pulse was reduced to 12 beats per 
minute. The idea prevailed that the inflammation had to be 
subdued. Today we know better. We know that the peri- 
tonitis is conservative in character. We know it is nature's 
effort to arrest invasion. We realize that opium is of value 
to put the parts involved at rest and symtomatically to re- 
lieve pain and quiet nervous irritability, but we understand 
very clearly that the main fact to be considered is the infec- 
tion, and that our treatment, to be of benefit, must be di- 
rected to the getting rid of pathogenic microbes and their 
products, to the production of a soil unsuitable for their de- 
velopment and to the effort to do everything in our power 
which shall be inimical to continued microbic propagation. 

In the case before us we gave some opium to relieve 
pain, but not with a view of controlling the peritonitis 
which, with our latter day knowledge of its pathology 
would have been absurd. We gave opium to relieve pain 
and for no other purpose. We gave calomel and salines to 
produce free catharsis which would relieve the congestion 
of the parts, prevent intestinal paralysis and possibly re- 
move some microbes as I have already explained. We gave 
saline enemata as well and we also injected a solution of 
glycerine and water to liquefy hardened faeces. We passed 
a rectal tube to favor the escape of gas and diminish the 
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tympanites. We applied an ice-coil and not a poultice, for 
while theoretically it may be questioned to what extent cold 
applications to the abdominal wall may limit microbic de- 
velopment within the pelvis, I have found in practice that 
it is a valuable means of relieving local pain and reducing 
temperature. 

We also gave a uterine douche of a creolin solution. 
This was done because the lochia were offensive. The 
details of the labor were unknown to us; the peritonitis was 
present when we first saw the patient. It is evident there 
was an extension of the infection and it did not seem likely 
that harm would result from a douche under the existing 
circumstances. On the contrary, it seemed probable that 
certain saprophytes and the soil in which they were devel- 
oping would be washed away. 

We did not give an injection of streptococcus antitoxin 
because the good effects of our treatment were apparent 
within twenty-four hours, and because the improvement of 
the patient's condition was progressively satisfactory. I 
shall, on some future occasion, endeavor to explain regard- 
ing the serum therapy of infection during the puerperium. 
Suffice it now for me to say that our knowledge regarding 
the indications for this method of treatment is still imper- 
fect, and that in my judgment, it is inexpedient to resort to 
uncertain practices as long as good results are obtained by 
a well recognized plan of treatment. 

Much has been written about peritonitis. Various and 
diversified are the classifications adopted, and multitudin- 
ous are the methods of treatment, both medicinal and sur- 
gical, that have at different times been recommended. It is 
only recently that our eyes seem to be fully opened so we 
can take a comprehensive view of the situation. Today we 
stand at last on solid ground. We recognize infection as 
the main factor in each case, and our treatment is deter- 
mined and modified in accordance with our ability to appre- 
ciate the cause and the results of the infection. It is also 
directed, in no small degree, towards obviating the well- 
known complications that may occur in consequence of in- 
testinal paresis, or the formation of adhesions or pus. Let 
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us now consider these important matters somewhat in 
detail. 

I have already stated that infection through the lym- 
phatics is common. When extension takes place along the 
parietal peritoneum, there may occur what is called ecto- 
peritonitis, constituting the condition designated by the 
French as "pi as ton abdominal." This is an inflammation 
of the attached side of the peritoneum and perhaps for that 
reason it is incorrect to call it peritonitis. It is, however, 
necessary to recognize this condition, for it produces symp 
toms similar to those observed when the serous surface of 
the peritoneum is infected. There are present the usual 
symptoms of infection, and in addition there is abdominal 
pain and tenderness on pressure. The tactus eruditus will 
appreciate in pronounced instances the thickening of the 
abdominal wall, and will discover the presence of suppura 
tion, which, of course, being here extraperitoneal, is to be 
treated by incision and possibly by drainage. 

I have seen cases where suppuration was extensive, very 
similar to conditions sometimes observed in the abdominal 
wound following coeliotomy. I have had occasion to make 
two incisions several inches apart, and to pass a perforated 
' rubber drainage tube from one opening to the other beneath 
the muscles of the abdominal wall. With this tube in place 
it has been possible to inject per-oxide of hydrogen 
XMarchand) and to properly irrigate the wound. Later on, 
when the pus secretion lessened, a much smaller tube could 
be used and finally the walls of the abscess cavity could be 
allowed to fall in apposition and the wound would heal 

There are cases where the infection of the peritoneum 
is limited and the peritonitis that results is circumscribed. 
When suppuration supervenes the abscesses are walled off 
from the general peritoneal cavity so that they are really 
extra-peritoneal. We have seen here recently a number of 
cases where such abscesses occurred in connection with the 
tubes or ovaries, and we know their treatment. It is to be 
remarked that such abscesses may occur in connection with 
any abdominal vlscus, or between kinks of intestines. 
When recognized, they must be incised and drained, and 
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great -eace must be taken that adhesions which wall off the 
general peritoneal cavity are not broken down. 

I now show you such an ab scess in connection with the 
appendix, at least, such is our supposition. The patient 
was delivered three months ago, and has been ill ever since. 
She presented the usual symptoms of infection in a mild 
form. At times she was able to drag herself about, but it 
is probable she has always had some temperature. Since 
her delivery she has complained chiefly of pain in the right 
inguinal region, although she also suffered from pain through- 
out the pelvis and in the back. The pain on the right side 
has steadily increased in severity, and on admission, the 
day before yesterday, a circumscribed, fluctuating tumor 
was felt above Poupart's ligament, apparently adherent to 
the abdominal wall. My interne at once inserted the needle . 
of a veterinary hypodermic syringe, and drew off some pus. 
He then cautiously cut down on the needle, making an incis- 
ion which admitted the finger, and which allowed the es- 
cape of perhaps half a pint of pus. A perforated rubber 
drainage tube was inserted which you see in place. 

Perhaps it would be interesting to speculate as to just 
what kind of an abscess we have here, and as to its possible 
aetiology. I prefer to state simply that it is an extra-peri- 
toneal abscess, and that its treatment consists in incision, 
drainage and daily irrigation with peroxide of hydrogen. 
(Marchand). I am inclined to think it is connected with the 
appendix on account of its location, but if this supposition 
is true, there will be no change in the treatment. Experience 
has taught us that in cases of appendicitis where an extra- 
peritoneal abscess results, the best treatment is to drain the 
abscess cavity and not to attempt the removal of the appen 
dix, for such an attempt might break down the adhesions 
that have formed and cause an extension of the infec- 
tion. 

The point of interest in this case is the extra-peritoneal 
character of the abscess and its agglutination to the perito- 
neum of the abdominal wall which made the operation 
simple, safe and sure. Whether this condition now present 
is due primarily to infection of the tube, the ovary, the pel- 
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vie peritoneum or the appendix, is really of no practical 
importance at this time. 

One of my assistants, Dr. Haiselden, has recently oper- 
ated on a case in the German- American Hospital. He found 
a large, hard mass to the right of* the umbilicus, extending 
downward to the pelvis, which proved to be an abscess 
formed of kinks of small intestine and the right ovary. It 
was not adherent to the abdominal wall, but nevertheless 
the abscess cavity was drained, very much as we have done 
here, and the patient recovered. 

It sometimes happens, in the course of an infection of 
the peritoneum, that several abscesses will form one after 
the other. They must be evacuated separately, and great 
care must be exercised not to break down adhesions. I do 
not need to particularize further regarding these abscess for- 
mations. Whenever • circumscribed pus collections occur 
they must be evacuated in case an extra-peritoneal opera- 
tion can be performed. Their evacuation must also fre- 
quently be attempted when an extra-peritoneal relationship 
is not clearly demonstrable. If, in the course of a peritonitis, 
an abscess can be diagnosed by palpation and by the pres- 
ence of severe symptoms which indicate a serious infection 
of the peritoneum, it is, in my opinion, not only justifiable, 
but advisable, to make an abdominal section and to pro- 
ceed to the evacuation of the contents of the abscess. It is 
true that such abscesses are not always fatal. It is true 
that collections of pus between kinks of intestines may be- 
come encapsulated and to some extent absorbed, but it must 
not be forgotten that the adhesions that form in these cases 
are themselves a constant menance to life. It is hardly 
worth while for a patient to recover from an infection of the 
peritoneum if she is to die soon afterwards of intestinal ob- 
struction. 

Treves, in his valuable little book, describes and illus- 
trates all the dangers from strangulation of the bowel by 
bands of adhesions or through apertures, and every abdomi- 
nal surgeon of experience can recall many instances of 
death which resulted from the effects of these remnants of 
peritonitis. I have found it necessary more than once to 



Digitized by 



Google 



28 LEWIS: CLINICAL LECTURE. 

re-open the abdomen after a coeliotomy in consequence of 
adhesions that were interfering with peristalsis and which 
threatened a fatal result from obstruction of the bowels. I 
have observed, in many instances where an abdominal sec- 
. tion was made for other reasons, adhesions of intestine to 
the peritoneal surface of the abdominal incision of a former 
operation, or to the uterus where a tube had been removed. 
1 have found adhesions between kinks of intestine, in some 
cases occasioning a fatal result, years after an operation for 
removal of an ovarian cyst. I was privileged, about five 
years ago, to operate on a relative of Dr. J. E. Cowan, of 
Galesburg, 111. In this case adhesions about the gall bladder 
had caused frequent attacks of biliary colic to an extent that 
endangered life. The adhesions were forcibly separated 
and the patient has been in perfect health ever since. 

I confess I have a great fear of adhesions within the 
peritoneal cavity,. You will remember how carefully I try 
in every abdominal section to secure proper approximation 
of the peritoneal surfaces of the abdominal wound. You 
know how anxious I am to leave no raw surface within the 
pelvis. You have seen me cover the stump with peritoneum 
in cases of removal of the tube or appendix. I never am 
satisfied unless only peritoneum is exposed to peritoneum 
within the peritoneal cavity. 

I trust it is only of historical interest for me to speak 
of certain complications and terminations of these abscesses 
which occurred in the days when we feared to touch the 
peritoneum as we now fear to touch a rattle-snake. I refer 
to those cases where ignorance caused us to fail to recog- 
nize an abscess until it had fully formed and where timidity 
prevented us from evacuating pus, even when we recognized, 
its presence. In those days it was known that the abscesses 
would probably burst into the vagina, the bladder or the 
rectum, and the sequence of events in each case is fully de- 
scribed in the old books on obstetrics. Sometimes free 
evacuation of all pus would occur and the patient would re- 
cover, but more often fistulae would result, pus formation 
and septic infection would continue, and, as we are told, 
phthisis pulmonalis would frequently terminate the scene. 
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So much for localize! infection of the peritoneum and 
for circumscribed peritonitis. There are other forms which 
must be recognized and which are less amenable to consist- 
ent surgical treatment. There is the fulminating form, as 
it is called, which sometimes accompanies a fulminating 
general infection. Here, more especially perhaps, than in 
the variety we have been discussing, the infection is the im- 
portant factor to be considered, and the accompanying peri- 
tonitis is in effect but an incident. The acute bacteriaemia is 
so extensive that death results almost before any appreci- 
able patholgical changes take place in the peritoneum. 

Then there is general, septic peritonitis, or diffuse peri- 
tonitis, as some authors prefer to name it. This variety is 
usually due to an infection through the lymphatics, and it is, 
in consequence, of considerable extent and usually of great 
severity. It is a frequent sequel of infection through the 
placental site following labor, and it is easily understood 
why it should so often occur at this time, and why it should 
prove such a serious disease of the puerperal state. 

The lymphatics of the uterine mucous membrane, as 
Leopold tells us, are not cylindrical vessels, but true lacunae. 
The uterine muscle, as we know, is composed of three layers 
of fibres, each one of which contains lymphatics which 
anastomose freely with the lymphatics of the mucous mem- 
brane, as well as with the sub-serous vessels. These sub- 
serous lymphatics are differently distributed. Those of the 
cervix, according to Lucas-Championniere, as soon as they 
leave the uterine tissue, connect with a lymphatic plexus 
above and in front of the lateral vaginal cul-de-sac. They 
then proceed into the broad ligaments, accompanying the 
uteroovarian veins and arteries, and empty into the pelvic 
and sacral glands. The lymphatics of the body of the 
uterus form a network which envelopes the circumference of 
the organ, anastomose with the lymphatics of the tubes and 
ovaries, and finally, after traversing the broad ligaments, 
empty into the lumbar glands. These lymphatics appear 
to be in direct communication with what Ranvier calls the 
lymphatic wells directly beneath the peritoneum. There is 
also, as Lud wig has demonstrated, a communication between 
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these sub-peritoneal lymphatics and the lymphatics just un- 
derneath the pleura. This disposition of the vessels ex- 
plains the frequency of the extension of infection from one 
great serous cavity to the other. 

Now as a clinical fact we find, in certain cases of bac- 
teri89mia, symptoms which lead us to infer that the greater 
part of the peritoneum has become infected, aud from our 
knowledge of the lymphatic distribution, it is easily under- 
stood how such an infection may occur. The pathology I 
described when last we met. The symptoms are the same 
as those already mentioned, but they are usually more 
severe and more persistent. Abdominal pain is intense, 
tenderness on pressure is exquisite, tympanites is often ex- 
cessive and the general condition of the patient is unmistak- 
ably serious. There is little chance for error in the diagno- 
sis. • Unfortunately the means at our disposal for benefit- 
ing the patient are often insufficient. We will try to limit 
the infection and to modify its effects. We will give opium 
and salines. We will keep up the patient's strength. We 
will pursue the course already mapped out, but unfortu- 
nately in many instances our efforts will prove unavailing. 

There are, however, certain matters in connection with 
the treatment of peritonitis which must be constantly borne 
in mind. There are relative indications. There are com- 
plications that demand immediate intervention. There are 
conditions where, in my judgement, an operation offers the 
only chance and where the patient will surely die unless she 
is saved by surgical procedures. Death may occur anyway. 
It must occur, under certain conditions, without prompt re- 
lief. 

The first matter of importance in this connection is that 
the bowels must act regularly. I do not mean that they 
must act every day, but I do insist that nothing shall occur 
which interferes with normal peristalsis to an appreciable 
degree. With severe abdominal pain, with nausea and vom- 
iting, with excessive tympanites, with the ingestion of but a 
small quantity of nourishment which is often exhibited in 
concentrated form, it is not reasonable to suppose that there 
should be a free faecal discharge every day. At the same time 
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any indication of obstruction must occasion serious anxiety. 
With the bowels inflamed we should understand just what 
may happen. The; tympanites and tenderness may prevent 
us from recognizing a volvulus, an intussusception or an ob- 
struction caused by adhesions. We must not wait for ster- 
coraceous vomiting. We must be prepared to act as soon as 
there is evidence of obstruction. 

Now to tell you what may be considered such an evi- 
dence and just what symptoms will warrant an operation is 
a very difficult matter, not attempted, except in a general 
way, by any author that I have read. If your treatment of 
peritoneal infection begins by giving salines, calomel, ene- 
mata of glycerine and water, or concentrated solutions of 
sulphate of magnesium, you will usually succeed in making 
the bowels move. If you fail, it may be necessary to flush 
the colon. If these means are unavailing I can hardly con- 
ceive of a* case where an exploratory incision would not be 
indicated especially if there be excessive tympanites which 
prevents the palpation of any abdominal tumor that might 
be caused by some form of obstruction. In the cases that I 
have seen I have never had any special difficulty in securing 
a bowel movement by the means indicated. When obstruc- 
tion would occur in the course of time, there would be obsti- 
nate constipation and an exacerbation of all symptoms. Oc- 
casionally, I have been able, under anaesthesia, to locate the 
obstruction, but if that is impossible, I would still advise an 
exploratory abdominal section, for the chances of a sponta- 
neous recovery when peritonitis exists are problematical in 
the extreme. 

Excessive tympanites has never seemed to me to be of 
itself an indication for surgical interferance. It will per- 
sist after all other symptoms have subsided, sometimes caus- 
ing much inconvenience. When there is general peritonitis, 
I do not recommend an operation unless there is danger of 
obstruction of the bowels or the presence of pus or other 
fluid in the peritoneal cavity is unmistakably determined. 
When a tumor can be recognized, either in connection with 
a viscus, or occurring between kinks of intestines, it is in 
most cases advisable to interfere, for there is great proba- 
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bility of pus or adhesion formation which demands in either 
case surgical intervention. The statistics of abdominal sec- 
tion in general diffuse peritonitis are most unsatisfac- 
tory. An operation in such cases, except under the condi- 
tions stated, will very rarely prove successful, as I know to 
my sorrow. 

I must say a few words regarding infection of the peri- 
toneum as a consequence of traumatism to the pregnant or 
puerperal uterus. In attempts at criminal abortion, perfor- 
ation has occurred through the vaginal fornix and the uter- 
us. 

If the foreign body has escaped within the peritoneal 
cavity immediate coeliotomy must be performed and the for- 
eign body removed, even if it is necessary, as I have found 
it, to draw out the intestines in the search. The wound on 
the peritoneal surface should be looked for, and if found, 
carefully closed by Lembert sutures. If some days have 
elapsed since the injury it is probable the wound through 
the uterus will have closed spontaneously. It is also not 
unlikely, as was Gill Wylie's experience, to find a periton- 
eal abscess developed around the foreign body, which, in his 
case, was a glass rod. 

In cases where no foreign body has passed through the 
perforation the peritonitis that results is often, as would be 
inferred, in direct relationship with the wound, and when 
suppurationsupervenes, it is apt to be circumscribed. Often- 
times there is no knowledge of the perforation on the part 
of the medical attendant. He cannot, however, go wrong in 
his treatment if he is on the alert for localized pus formation, 
as he should be in every case of peritonitis. 

Perforation of the uterus has occurred also from the use 
of vaginal or uterine douches or the introduction of probes, 
sounds, dilators, curettes, placenta forceps or other instru- 
ments during the puerperium. Strange to say, such perfor- 
ations are rarely fatal unless sepsis is present. Such acci- 
dents, therefore, are not an indication for abdominal section 
in most cases. If there were evidence of infection within the 
uterus and especially if symptoms of a localized peritonitis 
showed themselves, I should regard it as the part of wisdom 
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to open the abdomen and by glass drainage tube or Mikulicz 
drain to try to limit the infection of the peritoneum. 

Peritonitis has occurred in consequence of wounds of 
the pregnant or puerperal uterus, due to gun-shot, knives, 
pitchforks, needles, nails and cattle-horns. In most instan- 
ces speedy coeliotomy has been performed, and, more fre- 
quently than would perhaps be imagined, the patients have 
recovered. It was at one time asserted that the statistics of 
cattle horn Cesarean section were better than the results ob- 
tained by our best operators. This goes to show to what ex- 
tent mutilation may exist without a fatal result in case there 
is absence of infection. This shows, to my mind, how con- 
servative are nature's efforts in the formation of adhesions 
and how relatively insignificant is every factor except the 
presence of infection. It is not improbable, with the mod- 
•era methods and increased knowledge of to-day, that Gar- 
field might have lived had he been let alone. 

If the wound has been occasioned by an infected instru- 
ment, as, for example, a packing-house knife, I would ad- 
vise an operation at once and suitable provision for taking 
care of the pus, which might reasonably-be expected to form. 

In gun-shot wounds the haemorrhage is apt to be of im- 
portance, and although pregnant women have been safely 
delivered after such an accident I am inclined to believe it is 
prudent to inspect the uterine wound unless there is no ap- 
preciable hemorrhage and labor starts up immediately, as has 
occurred in several instances. 

When peritonitis occurs in consequence of crushing ot 
the pelvis or of blows, kicks or other violence to the abdom- 
inal wall, operative procedures are rarely called for on ac- 
count of the peritonitis unless there is evidence of pus for- 
mation. As a matter of fact, the whole subject of operative 
relief for peritonitis may be summed up in very few words. 
If pus is present, it must oe evacuated, and we must make 
sure that we recognize pus every time it forms. If adhe- 
sions cause obstruction, or if conditions prevail that make it 
probable that their formation or the formation of pus will 
jeopardize the patient's life, we must operate, and it is well 
to do so without delay. Other conditions admit of a differ- 
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ence of opinion, and the existing circumstances will deter- 
mine our plan of action. The conditions I have mentioned 
admit of no controversy. Consistent and courageous surgi- 
cal aid is the only thing to be thought of. 



A correspondent of the Am. Gyn. & Obs. /our., writing 
from Berlin details an interview with Dr. Schenck, of 
Vienna, who has lately been so conspicuously before the Ger- 
man public in association with a theory, and a claim, of the 
pre determination and influencing of the sex in utero. or at 
the time of conception. The only light thus far obtained is 
that mainly by a system of dieting on the part of the fe- 
male the determination of the sex of the offspring can be 
definitely arranged, not only at the time of conception, but 
at any period prior to the time positively fixed by nature— 
which is claimed to be yet more or less indeterminable. 

This Vienna professor states that he has been experi- 
menting along this line for upwards of twenty years, and 
that he has positively succeeded in hundreds of instances. 
He is besieged, by letter and in person, by women of nobility, 
women of wealth and women of all classes, to fore-determin- 
ing their offspring; in the majority of instances the demand 
being for a male heir by women who are sterile or have a 
sufficient family of female children. The amount of interest 
this feature of medical art has developed may be gathered 
from the following statement of the correspondent: — "On 
the morning of my arrival I called at Dr. Schneck s office, 
or, I should rather say, I attempted to call. The street in 
front of his house was blocked witti carriages of all descrip- 
tions, from fashionable landaus to plebian cabs. A group 
of well dressed people stood on the stoop of the house, wait- 
ing to be let in. Alter repeated pulls at the bell, a servant 
came to the door and told us that the crowded conditions of 
the parlors would not permit of the entrance of another vis- 
itor until some went out." 

Such is fame ! 
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CLINICAL LECTURES ON DISEASES OF THE 
HEART, LUNGS AND PLEURA.— By Joseph M. 
Pattern, M. D., Professor of Internal Medicine, 
Chicago Policlinic. 

ENLARGEMENT OP THE HEART. 

Under the general designation of enlargement of the 
heart, we include those alterations in the physical conform- 
ation of the heart known as hypertrophy and dilatation. 
Neither of these conditions is to be considered as a dis- 
ease per se, but rather as a mechanical result of altered dy- 
namical relations between the heart muscle and the intracar- 
diac blood pressure. Various classifications have been made 
of cardiac enlargements. Fraentzel has classified as idio- 
pathic, those enlargements of the heart which have no ®tio- 
logical relations to valvular lesions. 

[This specious distinction is really taking pars pro 
to to, for, taking the term idiopathic in its generic sense, as 
serologically connected with cardiac enlargements as a 
physical result of dynamic causes, and not as related to pri- 
mary causes which have instituted the sequence of events 
terminating in enlargement of the heart, it would be better 
to apply the term idiopathic— if used at ail in this connec- 
tion — to those enlargements of the heart arising from causes 
situated within the heart itself, whether these causes be sit- 
uated at the valves or are intra muros. Those enlargements 
of the heart which are due to alterations in the blood pres- 
sure in the aortic or pulmonic system of vessels, are, as far 
as their aetiological relations are concerned, exocardiac in na- 
ture. Cardiac enlargement occurs because of increased in- 
tracardiac blood pressure. (This may be from actual in- 
crease in general blood pressure or may be a relative in- 
crease from diminished dynamical power of the heart mus- 
cle.) Whether the enlargement be from dilatation, or hyper- 
trophy, depends upon two factors; first, the rapidity and ex- 
tent of development of the increase in pressure; second, the 
integrity of the heart muscle. If the increase in pressure 
is decided and rapidly developed, then dilatation will result 
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Per contra, if the increase in pressure is developed slowly 
and the heart muscle has not undergone degeneration, then 
hypertrophy will occur.] 

While cardiac hypertrophy and cardiac dilatation are 
not in themselves pathological entities, their diagnostic, 
prognostic and therapeutical relations are of such impor- 
tance as to necessitate the most careful consideration. 

CARDIAC HYPERTROPHY. 

Cardiac hypertrophy, in so far as it may occur, repre- 
sents a more or less successful effort at cure on the part of 
nature. The term "excessive cardiac hypertrophy, " is mis- 
leading. Cardiac hypertrophy occurs as a process purely 
compensatory for an abnormal resistance to the emptying 
of the heart cavities. The heart muscle does not hyper- 
trophy in excess of the demand for power, and except in the 
relative sense of diminution in demand for power after that 
power has developed (in athletes for instance, who drop 
their physical work after long periods of training), we are 
not confronted with the necessity of modifying excessive 
hypertrophy. [The excitable, forcible cardiac action which is 
often present in cardiopathies where hypertrophy has devel- 
oped, is not due to the degree of hypertrophy but to disturb- 
ance of the cardiac, vasomotor or general nervous systems. 
The remedies which are successfully employed in relieving 
such irritable hearts, are those that modify these nervous 
disturbances and they could not have any effect on the de- 
gree of hypertrophy.] 

Cardiac hypertrophy has been divided into simple, (as 
used here the term has no reference to the histology of 
hypertrophy), eccentric, and centripetal or concentric 
(Boulland). 

Simple hypertrophy (hypertrophy without increase in 
the size of the cavity whose wall is involved) probably never 
occurs without some increase in the capacity of the cavity 
concerned, yet this is so slight in many instances, that the 
term simple hypertrophy is appropriate in a clinical sense. 
Eccentric hypertrophy (hypertrophy with increase in the 
size of the cavity whose wall is involved) indicates a condi 
tion of combined hypertrophy and dilatation where the 
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hypertrophy predominates (compensation), in contradis- 
tinction to hypertrophic dilatation in which dilatation is a 
predominant factor. Concentric hypertrophy (hypertro- 
phy with diminution in the size of the cavity whose 
wall is involved) is of doubtful occurrence. It is difficult to 
see how the mechanical conditions which result in hyper- 
trophy can induce a centripetal hypertrophy which is any- 
thing more than relatively concentric as compared to the in- 
creased volume of muscle. 

Hypertrophy of the heart may affect a portion or the 
wholp of the cardiac wall. The ventricular walls are more 
often affected than the auricular, and the left side of the 
heart more often than the right. Moderate degrees of car- 
diac hypertrophy may disappear with cessation of resistance 
to the heart's action. 

^Etiology. — The causes of cardiac hypertrophy are nu- 
merous. Eccentric hypertrophy arises in compensation for 
cardiac dilatation in inefficiency of the valves, adhesive 
pericarditis, the various forms and degrees of myocarditis, 
the cardiac degenerations (especially granular degeneration 
associated with parenchymatous nephritis), in sudden and 
maintained increase in blood pressure (as in certain degrees 
of mechanical heart strain). Simple hypertrophy occurs in 
compensation for mechanical obstruction in valvular steno- 
sis, in slowly developed and maintained increase in vascular 
pressure from general arterial sclerosis or atheroma,* ather- 
oma of the aorta, aneurism, pressure on the vessels from 
tumors, congenita] narrowing or unusual large size of the 
aorta, chronic interstitial nephritis, prolonged and severe 
muscular training and in pregnancy, f Simple hypertrophy 

♦Traube, who first indicated the dependence of cardiac enlargement on arter- 
ial sclerosis, modified bis views because some well marked cases of vascular scler- 
osis are not accompanied by cardiac enlargement. He finally regarded both 
conditions as due to one cause. Fraentzel prefers to regard this class of cases as 
due to overwork or to excessive consumption of food and drink, these causes act- 
ing on the heart through increased blood pressure. Eccentric hypertrophy may 
compensate for dilatation occurring as a result of a weakened myocardium from 
insufficient blood supply caused by vascular disease not necessarily attended with 
high blood pressure. 

tFrench authors have generally asserted the occurrence otcardiac hypertrophy 
in pregnancy. Gerhardt, Loehlein, and other Germans have questioned this fact. 
Handfleld Jones, whose researches regarding pregnancy and heart disease are well 
known, says that both clinical evidence and logical deduction justify us in believ- 
ing that hypertrophy of the left ventricle occurs in normal pregnancy. 
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of the right ventricle may arise from increased pressure in 
the pulmonary circuit due to pressure from mediastinal tu- 
mors or enlarged bronchial glands, to emphysema, chronic 
bronchitis, fibroid phthisis, chronic pneumonia, adhesive 
pleurisy, mitral lesions, and also from deformities of the 
chest or spine. It is claimed that the rapid heart action 
induced by prolonged mental strain or excitement, the use of 
tobacco or alcohol, will produce cardiac hypertrophy. 
Strictly speaking this is not a fact, for the rapid heart re- 
sulting from these influences may exist for long periods of 
time without any evidence of cardiac hypertrophy. It is 
not rapid action which induces hypertrophy, but the in- 
creased resistance to the action of the heart. If, however, 
the conditions which produce rapid heart action interfere 
with the nutrition of the heart muscle, as they frequently 
do, then some degree of dilatation will obtain, which is com- 
pensated for by more or less eccentric hypertrophy. In 
this way eccentric hypertrophy develops in compensation 
for the dilatation which may attend exophthalmic goitre. 

Morbid anatomy.— Hypertrophy of the heart is a 
compensating hypertrophy, and as such, is a physiological 
process instituted to overcome resistance to the performance 
of function. Uniform hypertrophy — such as occurs in ad- 
herent pericardium — causes increase in the general dimen- 
sions of the organ — both internal and external — with in- 
creased thickness of the walls. The heart may attain a 
weight of thirty or more ounces. Hypertrophy of the left 
ventricle causes elongation of the heart. The septum and 
left coronary artery are displaced to the right, the apex is 
formed entirely from the wall of the left ventricle whose wall 
is much thicker than normal (from H inches to 2 inches 
thick). In hypertrophy of the right ventricle the heart 
assumes a quadrilateral shape with the anterior surface con- 
sisting almost entirely of the wall of the right ventricle. 
The two ventricles share about alike in the formation of the 
apex, and the wall of the right ventricle may almost equal 
the left in thickness. It never fully does so, however, ex- 
cept in some instances of congenital disease. The auricles 
seldom undergo much hypertrophy, though in tricuspid 
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stenosis the right auricle may develop considerable hyper- 
trophy. In eccentric hypertrophy the papillary muscles 
and the septum , may be much thickened. In hypertrophy 
of the right ventricle the calumn® carneae become much 
thickened and enlarged. The tissue of an hypertrophied 
right ventricle is usually much tougher than that, of the left 
ventricle. On section of an hypertrophied heart, the walls 
are stiff and do not collapse. 

There is no clinical history of cardiac hypertrophy. 

Symptoms and diagnosis. — There are no subjective 
signs which are specially indicative of cardiac hypertrophy. 
In erethism associated with simple hypertrophy there may 
be dizziness, or a sense of fullness in the head, conscious* 
ness.of the heart's action, and a relative sense of dyspnoea. 
These symptoms may also be present in eccentric hypertro- 
phy, under like circumstance, or when compensation begins 
to fail. In the latter instance, however, we are really deal- 
ing with cardiac dilatation. In most cases the clinical diag- 
nos is resolves itself in to determining whether hypertrophy or 
dilatation be the dominant factor in the condition of the heart. 

What degree of cardiac hypertrophy are we capable of 
recognizing by physical examination? This is a mooted 
question as far as' authorities are concerned, yet, if we sep- 
arate carefully the conditions of hypertrophy and dilatation, 
we must recognize the fact that any enlargement of the 
heart which is easily demonstrable is indicative of dilata- 
tion of the hearth' cavities. . We must agree with Praentzol 
that an increase of half a centimetre in. the thickness of the 
cardiac wall, while constituting a decided hypertrophy, is 
very difficult of demonstration. Clinically, we are not able 
to draw as fine a distinction between hypertrophy and dila- 
tation, as we do in an anatomico-pathological sense, and 
from both clinical and therapeutical points of view we must 
class as hypertrophic, those enlargements of the heart in 
which hypertrophy is the dominant feature of the changes 
which render the case easy of demonstration. 

Traube first emphasized the importance of high arter- 
ial tension, intensification of the second heart, sound,, and 
increased force of apex impulse, as a basis for the diagnosis 
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of hypertrophy. These symptoms furnish only presump- 
tive evidence however, and may not be present in simple 
hypertrophy when arterial tension has been reduced. 

The pulse in simple hypertrophy is full, strong, hard, 
well sustained and regular. In eccentric hypertrophy it is 
fuller and strong, but not as hard, well sustained or as reg- 
ular as in simple hypertrophy. In hypertrophy of the right 
ventricle alone, the pulse may be weak and irregular. 

Inspection in simple hypertrophy may show more in- 
definite apex beat than normal if the apex is fairly under 
the sixth rib. If the right side is involved there may be 
some epigastric impulse. In eccentric hypertrophy the 
area of apex impulse is increased toward the left and down- 
ward. If the right side is involved there will be epigastric 
motion. By palpation we recognize the quick, direct apex 
impulse of hypertrophy, in distinction from the. heaving, un- 
dulating, prolonged impulse of cardiac dilatation. On per- 
cussion* the area of cardiac dullness will be increased later- 
ally and downward. In simple hypertrophy this may not be 
demonstrable. In eccentric hypertrophy the area of dullness 
will be increased to the right or left according 10 the side in- 
volved. Emphysema or other intrathoracic conditions which 
change the relation of the heart to the anterior border of the 
lung may modify the area of cardiac dullness. The amount 
of lateral displacement of the left border of duUness, as com- 
pared with the extent of downward displacement of the apex 
beat, is important in estimating the relative extent of dila- 
tation and hypertrophy. The former condition is indicative 
of dilatation; the latter of hypertrophy. 

The first heart sound (in the absence of a murmur) will 
be dull, heavy, and prolonged apparently at th« expense of 
the short interval. The second heart sound is short, loud 
and high pitched. (The aortic second sound is intensified in 

•Fraentzel says that "percussion of the heart permits of no conclusion with regard 
to hypertrophy." He criticises English and American physicians for their failure 
to separate hypertrophy from dilatation in relation to diagnosis. This objection may 
be just in a pathological sense, but a clinician cannot observe pathological dis- 
tinctions which can have no clinical recognition. In respect to the intimate 
clinical association of hypertrophy and dilatation, the only practical course is to 
credit each condition with those physical signs which obtain while that state con- 
stitutes the dominant factor of the Individual case 
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left ventricular hypertrophy, the pulmonic second sound in 
right ventricular hypertrophy, and both sounds in general 
hypertrophy.) Absence of respiratory murmur over a 
greater precordial area than normal, will be apparent in the 
absence of emphysema. In some instances pleuritic adhes- 
ions or sclerosis of the lungs or both, may operate to bring 
more of the surface of a normal heart in contact with the 
chest wall, than is usual. Such a condition can only be 
diagnosed through the signs of those morbid states of the 
lungs and pleural which might produce it, together with 
the absence of conditions which might produce cardiac dis- 
ease, as well as other evidences of its presence. 

CARDIAC DILATATION. 

Dilatation of the heart is the most frequent cause of re- 
cognizable cardiac enlargement. As a physical evidence of 
that mechanical inability of the heart which marks dynami- 
cal failure of the heart muscle from all causes, it is of the 
utmost importance, both from a prognostic and a therapeuti- 
cal standpoint. Its symptoms are a call for aid to the heart 
muscle, the urgency of which is in distinct proportion to the 
extent of the dilatation. As in practically all cardiopathies 
the occurrence of muscular inability is evidenced by the de- 
velopment of dilatation, the management of cardiopathies 
in general is practically embodied in the treatment of the 
various degrees of cardiac dilatation. 

In relation to the heart itself cardiac dilatation is pri- 
mary when it does not depend on previous disease of the 
heart muscle or valves; secondary, when valvular or mural 
disease results in dilatation. It may be simple (cavity in- 
creased, wall normal in thickness), hypertrophic (cavity in- 
creased, wall thicker than normal), or atrophic (cavity in- 
creased, wall thinner than normal). The latter form is in- 
frequent but occurs most often in the auricles (right). The 
so called mixed form (Hayden) in which a portion of the wall 
is attenuated while other portions are thickened may consti- 
tute the earlier stages of aneurismal developments. 

^Etiology. — The general mechanical cause of cardiac 
dilatation is increase of intracardiac blood pressure. This 
may be an actual increase from obstruction to the blood flow 
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or overdistention during diastole, or it may be a relative in- 
crease from loss of muscular power. 

Simple dilatation, which is usually primary also, may 
occur from sudden and considerable increase in blood pres- 
sure from over-exertion, as in heart-strain from heavy lift- 
ing, running or bicycle racing or dancing. Those cases oc- 
curring from the hardships of war (Da Cos'sa, Taylor, Fraent- 
zel) and due to forced marches, badly adjusted accoutrements 
etc., belong in this class, at least in some instances. 

The following are examples of simple primary dilatations 

Two young women aged lb and 21 years, ballet dancers 
by occupation. Previous history good, present condition 
perfect with exception of heart. About ten days previous 
to presenting themselves they had undertaken an engage- 
ment which necessitated two lengthy and arduous perfor- 
mances daily. It was only by considerable effort that they 
were able to fulfil their duties. For last three or four days 
have suffered from dyspnoea and cardiac palpitation which 
obliged them to give up their performance. Examination 
showed that iu both cases the heart was arrhythmic under 
exertion, the apex was at the left mammillary line in the 
fifth interspace. There was distinct increase in the area of 
transverse dullness. Under complete rest both cases recov- 
ered in about two weeks. 

Boy aged 16. Previous history excellent. Made forty- 
five miles on a bicycle over country roads in less than five 
hours, the last fifteen miles being made at considerable 
speed in order to keep up with an older and more exper- 
ienced rider. During last half hour of riding was very weak, 
could hardly walk when he got off the wheel and was very 
short of breath. Examination showed the pulse to be 120, 
remittent in force, apex beat in left mammillary line. Com- 
plete recovery after a few days of absolute rest. 

In most of these cases it is the right ventricle which is 
most affected because of the thinness of its walls, and,- also, 
because of the combined action of increased pressure both 
in the systemic veins and in the pulmonary circuit. Simple 
dilatation may arise in such constitutional conditions as an- 
emia, chlorosis, toxaBmia, pneumonia, the eruptive fevers. 
Severe nervous strain or venereal excesses may produce 
cardiac dilatation. Overdistention of the heart cavities dur- 
ing diastole (as of the left ventricle in aortic regurgitation) 
will cause simple dilatation, but this soon passes into an ec- 
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centric hypertrophy through the development of compen- 
satory hypertrophy. Simple dilatation arises secondarily to 
endo-and pericarditis, toxic degenerations of the heart mus- 
cle, myocarditis, the weakening of the muscle incident to 
Grave's disease or paroxysmal tachycardia. In all of these 
conditions if the nutrition of the muscle is fair, the simple 
dilatation passes into a condition of eccentric hypertrophy. 
If the nutrition of the muscle is not sufficient to allow of per- 
fect compensation, then hypertrophic dilatation will occur. 

Hypertrophic dilatation arises from all the obstructive 
causes which result in hypertrophy. Whether the hyper- 
trophy be primarily simple or eccentric, as soon as degen- 
eration of the muscle develops, dilatation becomes the dom- 
inant feature of the mechanical state of the heart. In all 
cases of hypertrophy with dilatation it is important to dis- 
tinguish between primary dilatation with compensatory hy- 
pertrophy, and secondary dilatation from degeneration of an 
hypertrophied muscle. Hypertrophic dilatation develops 
from valvular insufficiencies, and in cases of chronic paren- 
chymatous nephritis. In these cases hypertrophy and dila- 
tation occur with such close coincidence that a stage of sim- 
ple dilatation is not recognizable. 

Sudden rise in blood pressure in the arteries may pro- 
duce or increase dilatation in weak hearts. Prom this cause 
we may have dilatation of the left ventricle from spasmodic 
contraction of sclerosed arteries, or dilatation of the right 
ventricle from severe asthmatic attacks with a weak right 
heart. Skiagraphy has demonstrated the facility with which 
the heart dilates in accommodation for sudden and marked 
rise in blood pressure. 

Morbid anatomy.— Dilatation of the heart may be gen- 
eral or partial, one or all of the cavities being affected. Con- 
siderable dilatation of one cavity will affect, to a greater or 
less extent, the other cavities. In general dilatation of the 
heart the organ will become rounded in shape and its breadth 
will be increased. If the right ventricle is affected the 
breadth of the heart will be increased, while if the left ven- 
tricle is affected the length of the heart will also be increased, 
though this depends largely on the presence of hypertrophy 
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of the wall. The increase in the transverse diameter is the 
most noticeable feature on physical examination. The auri- 
cles are most frequently dilated, and the right ventricle is 
more often affected than the left. In mitral stenosis and in 
congenital lesion of the tricuspid opening great dilatation of 
the auricles may occur. Considerable hypertrophic dilata- 
tion of the right auricle will develop in congenital tricuspid 
stenosis. In aortic regurgitation very extensive hypertro- 
phic dilatation of the left ventricle may develop. The com- 
pensatory hypertrophy of vascular sclerosis or interstitial 
nephritis will eventually pass into a condition of hypertro- 
phic dilatation, or, if compensation is not developed quickly 
enough, dilatation and hypertrophy develop coincidently. 
The toxic degeneration of the heart muscle which may ac- 
company parenchymatous nephritis will induce extensive 
hypertrophic dilatation in a few weeks' time. 

When dilatation results from loss of muscle power, the 
tissue changes in the heart muscle will be identical with 
those of the morbid process in the heart muscle which has 
induced the muscular weakness. Thus they include all the 
varieties of inflammation and degeneration of the heart mus- 
cle. Where increased peripheral resistance has caused dila- 
tation, no changes may be demonstrable in the heart muscle. 
In some of the infectious diseases, as diphtheria, dilatation 
of the heart may be accompanied by degeneration of the 
muscle (Mosler), or perhaps by acute myocarditis (Leyden). 
In many cases of typhoid, typhus, erysipelas or pneumonia, 
muscular changes cannot be demonstrated though dilatation 
may have occurred. Here dilatation results from toxaemia 
of the muscle before pathological changes have reached a 
recognizable stage. In dilatation of the heart occurring with 
exophthalmic goitre, derangement of the cardiac innervation, 
venereal excesses late in life, or the excessive use of tobac- 
co, definite myocardial changes resulting from these causes 
cannot usually be demonstrated. The exact relation of dis- 
turbed cardiac innervation k to weakening of the cardiac mus- 
cle is not understood, but the clinical fact is indisputable. 

With excessive dilatation of the cavities of the heart the 
trabecule are stretched and cord- like. With great ventricu- 
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lar dilatation the displacement of the papillary attachment 
of the chordae tendineae away from the center of the ventri- 
cular cavity prevents the closure of the valves of the auricu- 
lo- ventricular opening and causes regurgitation. Thus a 
mitral or tricuspid regurgitant murmur becomes indicative 
of the failure of hypertrophy of either ventricular wall to 
longer afford compensation. When dilatation reaches that 
degree in which the heart fails to empty itself on systole, we 
term the condition one of asystolism. 

Clinical, history. — The clinical history of cardiac di- 
latation comprises the clinical histQry of the hyposystolic 
period of all cardiac lesions. The most prominent symptom 
common to all varieties of dilatation is palpitation, which 
may be very distressing and may or may not be accompan- 
ied by precordial distress or pain. There may be sighing 
respiration and a seme of fluttering in the region of the 
heart. Dyspnoea is complained of, more or less. Dyspnoea 
may occur only on exertion or may appear in severe parox- 
ysms. In right ventricular dilatation the dyspnoea is constant 
and distressing, being the chief complaint of the patient. 
Cough may be troublesome, and when dilatation of the right 
ventricle results from mitral regurgitation, the cough has a 
peculiar hoarse, brassy, grating quaiity, characteristic of 
this condition. Bloody expectoration may occur with dilata 
tion of the right ventricle. Vomiting and gastric distress 
are common in cardiac dilatation. The extremities are cold, 
peripheral circulation is bad, face pale, livid or cyanosed. 
Moderate jaundice may occur. There may be partial sup- 
pression of the urine, which may contain albumen or blood. 
Symptoms and diagnosis. — In simple dilatation the 
action of the heart is labored and more rapid than normal. 
The rhythm of the pulse is not interrupted, but the radial 
pulse is weak as compared with the character of the heart's 
action. Moderate dyspnoea on exertion is present. In at- 
rophic dilatation and in advanced stages of hypertrophic 
dilatation the pulse is rapid, feeble and irregular. The 
irregularity of the pulse may assume the character of brady- 
cardia but on close observation it will be found that the 
slow, radial pulse is due to absence of alternate beats at the 
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wrist where the pulse may be sixty while the heart beats 
one hundred or more per minute. This kind of heart action 
is indicative of marked asystolism of the left ventricle The 
peculiar remittance in force of the pulse which accompanies 
the galop rhythm is often present. The arteries are insuf- 
ficiently supplied and the veins overdistended. In hyper- 
trophic dilatation the heart action is labored, tumultuous 
and may be very distressing to the patient. The arterial 
trunks in the neck throb violently. The patient has an anx- 
ious, distressed look. 

In dilatation of the right ventricle dyspnoea is a prom- 
inent symptom. If the dilation is from sudden strain of a 
healthy right ventricle, the dyspnoea is sudden in advent 
and panting in character, and is rapidly recovered from. In 
hypertrophic dilatation of the right ventricle, with degenera 
tion of the muscle, the dyspnoea appears slowly and is 
labored in character. It is generally preceded by fine, moist 
rales in the lowest portion of the lungs, usually most easily 
detected in the left lung. The dyspnoea may be so severe 
that the patient is obliged to sit up, and can hardly utter 
three consecutive words without pausing for breath. In 
some cases, particularly those hypertrophic dilatations as- 
sociated with chronic nephritis, the respiration will develop 
a typical Gheyne— Stokes type.* 

In cardiac dilatation, inspection will show an increased 
area of cardiac impulse which may be indistinct or forcible. 
Thesapex impulse is not well defined and is more or less dif- 
ficult to locate. Epigastric motion will be present in dila- 
tation of the right ventricle. 

Palpation determines the heaving, undulating character 
of the cardiac impulse, the displacement of the apex beat 

♦Typical Cheyne— Stokes respiration is a rhythmical alteration In the res- 
piration in which there is a respiratory cycle of three periods: An apnoeal 
period lasting from 30 to 40 seconds, during which no attempt at respiration can be 
detected; an ascending respiratory period lasting about 45 seconds during which 
there is at first a scarcely visible effort at respiration which gradually becomes 
stronger until the breathing Is deep and labored. (During this ascending respiratory 
act the inspiration is forcible); A descending respiratory period lasting about 45 
seconds, during which the breathing gradually grows weaker until this period merges 
Into that of the apnoeal. During the descending respiratory period the expiration is 
forcible. While Cheyne— Stokes breathing in cardiopathies is of serious prognostic 
im port it is not necessarily an evidence of fatality. 
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toward the left and the indefinite character of the apex im- 
pulse. In simple dilatation the apex will be displaced to 
the left, but will remain on the same horizontal plane. In 
hypertrophic dilatation the apex will be displaced to the 
left and downward, but the relative amount of displacement 
to the left as compared with the downward displacement, 
determines, to an extent, the various degrees of dilatation 
and hypertrophy present. 

On percussion we obtain an enlarged area of cardiac dull- 
ness. In general dilatation the area of dullness will be 
somewhat oval in shape. In dilatation of the right side, 
dullness may extend to the right nipple. When the left side 
is affected, dullness may extend to the left axillary space. 
Dilatation of the auricles extends the dullness upwards, per- 
haps as far as the first rib. By some, the results of percus- 
sion are not deemed essential, to the diagnosis of cardiac 
dilatation (Musser). They are frequently not necessary, but 
can hardly be styled unessential, as many of the other symp- 
toms may be present in degenerated hearts without dilata- 
tion. When consolidation or sclerosis of lung tissue, or in- 
tra- thoracic tumors occur in the cardiac region, the direction 
and extent of ^the cardiac dullness may be very important. 

Auscultation shows the heart sounds to be feeble and 
indistinct. The first sound is weak, muffled or altogether 
lost. The second sound may be the loudest all over the 
precordial area or may be inaudible at the apex, while over 
the aortic or pulmonary valves it is much the louder of the 
two heart sounds. The advent of right ventricular dilata- 
tion in pneumonia will be indicated by a short, quick, 
high pitched pulmonic second sound. At times a galop 
rhythm may be heard; by some it is given as a sign of car- 
diac dilatation, but in my experience it is rarely heard in its 
true form in dilatation of the heart [With a struggling, ir- 
regular heart, where only every other contraction produces 
a radial impulse, and a pulsus bigeminus, the first cardiac 
sound of the second or weaker contraction of the heart, may 
be quite inaudible. This gives three appreciable heart 
sounds for the two contractions of the heart, and as the 
•' Second sound of the heart is louder than the first, the second 
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of the three sounds is the loudest. The difference between 
this triple rhythm and that of a true galop rhythm, is that 
in the latter case the long interval is between the first sound 
and the second or loudest sound; while in the former case 
the long interval is between the second or loudest sound and 
the last sound, or second sound of the second weaker con- 
traction.] 

With considerable dilatation of either ventricle a systolic 
murmur may develop at either the mitral or tricuspid 
opening. If organic murmurs have been present they will 
become changed in character or will disappear entirely. 
With considerable dilatation of the right ventricle (Edema- 
tous rales will appear at the lowest portion of the lungs. A 
pulmonic regurgitant murmur may attend extensive dilata- 
tion of the right ventricle. 

The most important symptoms in the diagnosis of car- 
diac dilatation are increased area of dullness, displacement 
of the apex beat, pulsus bigeminus (indicates asystolism) 
•soft systolic murmur in mitral or tricuspid area, dyspnoea, 
distention or pulsation of jugular veins (right ventricular 
-dilatation), congestions, oedema and cyanosis. 

Treatment. — in the treatment of cardiac dilatation is 
included all the measures which may be applied to a failing 
heart. Whatever means are adopted, no routine methods of 
application are admissable. The individual case is a law 
unto itself, and the relation of capacity and ability, to resist- 
ance, must be carefully estimated in each instance. The in- 
dications for treatment in simple dilatation from heart-strain 
or acute disease, will differ materially from those in hyper- 
trophic dilatation from increased resistance. 

The recognized methods of treatment for ataxia of the 
Tieart are rest, diet, medication and exercise. Rest is abso- 
lutely necessary in all cases where a normal or tempor 
arily weak heart muscle has given way to strain which 
has no permanent element of increased resistance, 
and where we desire to restore normal conditions and 
not to develop additional power. Thus rest applies to 
simple dilatation from heart-strain, infectious disease, or 
.scute myocarditis; rest is also necessary in advanced hyper- 
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trophic dilatation where even temporary rise in blood pres- 
sure is dangerous. Dyspnoea, cough, palpitation, cyanosis 
and dropsy all yield more readily to other methods of treat- 
ment when rest is insisted upon. The judicious combination 
of rest with the milder forms of mechanical therapeutics af- 
fords the most effective mode of treatment in marked ataxia 
of the heart which threatens to develop asystolism. 

Diet is very important in cardiac dilatation. The gen- 
eral tendency is toward over-feeding. Many cases do best 
when placed on a restricted amount of food. The diet 
should be nourishing and easily assimilated and should be 
governed by the same rules as in cardiac degeneration. A 
routine diet list is not advisable except in cases of dilatation 
due to over- feeding and drinking. The use of liquors should 
be restricted to small amounts of light dry wines at meal 
times. Whisky and brandy should be prohibited. As tem- 
porary stimulants they may give relief, but their continued 
use, even in small doses, is detrimental. 

The medicinal treatment of cardiac dilatation will not 
be considered here further than to say that it is not, as yet, 
displaced by any other method of treatment, and when prop- 
erly combined with rest and diet, constitutes our most ef- 
fective means of overcoming the advance of cardiac failure. 

In all ataxic conditions of the heart we aim at restora- 
tion of the normal relation between the dynamic power of 
the heart and the resistance against which the heart has to 
work, or, at least, to modify abnormalties of this relation as 
much as possible. In order to accomplish this, one must in- 
crease the dynamic power of the heart when it is lost, and 
lessen the peripheral resistance when it is increased. One 
of the most effective means of accomplishing both of these 
objects is through the therapeutic application of exercise. 
Long ago Ling demonstrated the therapeutic utility of mas- 
sage in cardiopathies, and Oertel has elaborated the uses 
and value of walking and mountain climbing in diseases of 
the heart. Both of these systems are in accordance with the 
teachings of Stokes in regard to the management of chronic 
cardiopathies. 

Of late years, attention has been directed chiefly toward 
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the Schott method of resistance exercise ( Widerstandsgym- 
nastik) combined with medicated baths. The utility of the 
Schott method cannot be disputed. Considerable discussion 
has arisen as to its mode of action, and its therapeutic ap- 
plication and limitations. 

The observations of Ludwig, Sadler, Mosso, Gaskell, 
Chauveau, Kaufmann, Marey, Oertel, von Basch, Bloch, 
Brunton and Tunnicliffe, and others, while differing some- 
what in specific results^^tatt&U&tl n^ojecessary variations in 
the grade of exercu^&a!il^ c ^6Jm^ances under which 
experiments were /q$&de, agree, in fif(\main as to these 
facts: Exercise promote W$$]frof^o|ood through the 
muscles, from the Mterioles into the veyol; there is, during 
exercise, a primar^^nd t oinyarar y jrisyin blood pressure, 
followed by a fall in p*3s j|rfg, fs^ jofris of greater or less 
duration. This fall in pressure is an important feature of 
the effect of exercise and baths as far as therapeutical ap- 
plication is concerned, for we will find that the class of cases 
most benefitted by these measures are those in which the 
heart is more or less constantly opposed by unusual resist- 
ance. The fact that baths and exercise may be contra-indi- 
cated in advanced arterial sclerosis does not invalidate this 
statement, for in such cases it is not the fact of hyperten- 
sion which contra-indicates the treatment, but the dynamic 
insufficiency of the heart muscle which is unable to withstand 
the temporary increase in pressure incident to the employ- 
ment of mechanical methods of treatment. The capacity of 
the peripheral circulation, as demonstrated by the experi- 
ments of Ludwig offers further reason for the efficiency of 
mechnanical therapeutics. 

The slowing of the pulse which is observed during and 
after the use of baths and exercise in suitable cases, not- 
withstanding the lowering in blood pressure, has been ex- 
plained through a probable stimulation of the pneumogas- 
tric (Broadbent and others). 

The remarkable diminution in the size of the heart 
which it is claimed is produced by baths and exercise, is not 
unreservedly accepted by all observers. Vivian Poore 
raised the question of the effect of increased pulmonary ex- 
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pansion in modifying the area of cardiac dullness. Bezly 
Thome, one of the most enthusiastic advocates of mechani- 
cal therapeutics, has produced some elaborate theoretical 
explanations for those physical alterations in the heart, 
which he claims can bo demonstrated by auscultatory per- 
cussion.* 

My own observation has been that after exercise, and es- 
pecially after the bath, there is an increase of from one inch to 
one and one half inches in chest expansion ; that there is from 
one-quarter to one-half inch diminution in the transverse 
diameter of cardiac, dullness with a corresponding displace- 
ment upward and inward of the apex beat. I have observed 
these changes in cases in which the heart was not favorably 
affected by the bath, and in which the dynamic increase in 
the power of the heart muscle wasf exceedingly transient. 
Undoubtedly there is diminution in the size of a dilated heart 
as a result of mechanical therapeutics properly applied in 
suitable cases, but, the observation of Poore is very perti- 
nent, to the effect that the amount of change recorded in 
many cases is not consistent with the assumption that it is 
entirely due to shrinkage of the heart itself. Roentgen ra- 
diography has demonstrated that changes in position of the 
heart are responsible for some of the remarkable results of 
percussion. 

Marked conditions of arterial sclerosis or nephritis are 
admitted contraindications to theuse of baths and resistance 
exercises (Osier, Camack, Brunton, etc.), though Bezly 
Thorne advocates their use in vascular sclerosis and even in 
some cases of aneurism. According to Tyson, the typical 
condition for mechanical therapeutics is a weak, dilated 
heart; deranged circulation with frequent, feeble, irregular 
pulse; dyspnoea, engorgement of venous circulation and of 
the liver and kidneys, with scanty urine. If these symp- 
toms always represented a definite degree of dynamic failure 

•Some of the best clinicians are not as optimistic as Thorne in regard to the 
possibilities of auscultatory percussion. Broadbent says that Thome's tracings 
demonstrate the fallacy of this method of examination. Herriugham believes it 
not superior to mediate percussion. Little does not believe the cardiac outlines 
can be so accurately determined during life as to permit of such definite conclus- 
ions from percussion. 
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of the heart muscle, such a generalization might be proper. 
These symptoms, however, may be the only manifestations 
of an actually present or impending asystolism, and are 
therefore obviously unsafe as a guide for the applicability 
of mechanical therapeutics. Osier thinks the Schott meth- 
od applicable to dilated hearts where there is not much 
muscular degeneration; in young subjects, or from 40 to 45 
years of age, in whom there has been excessive consumption 
of food and drink. Brunton, from his experiments, con- 
cludes that where the heart is too' weak to bear the primary 
rise in blood pressure caused by even gentle exercise, mas- 
sage should be used; when the heart is strong enough to 
bear the rise in pressure, exercise is best as the resulting 
fall in blood pressure is greater in amount and of longer dur 
tion. Grainger Stewart says that with grave debility of the 
heart, use only passive exercise; with stronger muscle use 
Schott exercises; with sufficient cardiac tone, use Oertel 
method of hill climbing. The baths may be tried in all cases 
except those suited only for passive exercise. 

It is evident that the application of mechanical thera- 
peutics to cardiopathies necessitates an intelligent individ- 
ualization. That these methods have potentialities of great 
harmfulness cannot be denied by any one who has given 
them clinical exemplification. It is surprising at first, how 
little resistance it takes on the part of the operator, to cause 
dyspnoea in a patient, when giving resistance exercises. 

We may grade our measures of exercise into three 
classes: 1. Passive exercises. These exercises were origi- 
nated by Ling. The movements are given by the operator, 
with entire passiveness on the part of the patient. They 
consist of rolling and kneading of the foot, kneading of the 
calf and thigh, movements of the arm, flexion of knees and 
rotation of hips; then hands and arms; massage of abdomen, 
percussion of precordial area and intercostal spaces of left 
side, manipulation of spine, arm movements to expand 
thorax. 2. Movements with limited resistance (Schott). 
These constitute a modification of the Swedish system, and 
consist of a series (nineteen in number) of flexions, exten 
sions, adductions and abductions of forearm, leg, thigh 
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and trunk. Each motion is made against slight resistance 
on the part of the operator, and each act of flexion or exten- 
sion is followed by a short rest. 3. Climbing method 
(Oertel). This method has a more restricted application, 
and is adapted to those cases which have not reached, or 
have improved beyond, the conditions necessitating the first 
two methods. 

In giving exercise treatment, great judgement is re- 
quired on the part of the operator. The treatment should 
be suspended on the first evidence of distress, as indicated 
by dyspnoea (shown by inspiratory dilation of alse nasi), 
palpitation, or irregular pulse. The good effect of exercise 
is indicated by slower pulse, diminution in area of cardiac 
dullness, easier respiration, greater ease and comfort of pa- 
tient. 

The baths may be used in all cases not limited to the 
first grade of exercise. Whether their good effects are due 
to stimulation pf the peripheral nerve endings by the car- 
bonic acid gas is a question; the carbonated baths however, 
are more powerful for good than the plain medicated bath. 
The artificial bath can be given at home or in a hospital with- 
out much difficulty. The baths should be given in the morrf- 
ing, on an empty stomach. The patient should make no 
unnecessary exertion. A forty-gallon bath should be used, 
and the entire body should be immersed. Light friction of 
the body maybe used while in the bath, but is not necessary. 
The bath should not be prolonged over eight or ten minutes. 
Any unusual irregularity of the pulse, cyanosis or apnoea, 
while the patient is in the bath, indicates removal at once. 
After removal the patient should be well rubbed down, 
placed in bed and kept absolutely quiet for an hour. 

Piain medicated baths may be used at first in advanced 
cases. This bath consists of four or five pounds of sodium 
chloride, and six or eight ounces of calcium chloride. The 
carbonized baths should range in strength from one contain- 
ing sodium chloride six pounds, calcium chloride, ten ounces, 
bicarbonate of soda, six ounces, hydrochloric acid (twenty- 
five per cent.) eight ounces, to one containing sodium chlor- 
ide eleven pounds, calcium chloride, twelve ounces, bicarbon- 
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ate of soda, one pound, hydrochloric acid (twenty-five per 
cent) two pounds. In carbonizing the bath the bottle con- 
taining the acid may be inverted below the surface of -the 
water, the stopper removed and the acid diffused through 
the bath. It is not necessary to put all the acid in at once 
as it will escape readily. When convenient the gas may be in- 
troduced from a cylinder of compressed gas. 

The Oertel method of hill climbing is adapted to pa- 
tients whose condition is largely due to over- feeding. For 
these patients great possibilities exist in the Oertel system 
of exercise. 

During the last five years a combined means of pleasure 
and exercise has developed to such an extent in the bicycle, 
that physicians are constantly obliged to decide for ot 
against the use of the wheel in cardiopathies. The one 
great danger of the bicycle as a health exercise is the ease 
with which the exercise can be carried to excess, and this 
very facility of execution constitutes at once the pleasure 
and benefit of wheel riding. There are few forms of exer- 
cise which affect so many muscles of the body and at the 
same time tax the respiration so little as wheel riding under 
the proper conditions. Barring the dauger of overdoing, 
and keeping certain facts in mind, there is no reason why 
the wheel .should not be used with advantage in many or- 
ganic or functional diseases of the heart Persons exhibit- 
ing subjective signs of cardiac failure, should not, of course, 
ride a wheel. It is therefore limited to cases of functional 
disease or fairly well compensated lesions. Heart patients 
wno ride wheels should bear in mind these facts, do not ride 
over six miles an hour, confine riding to a boulevard or 
smooth gravel road if possible, do not ride steep grades, do 
not ride against a strong wind, adjust saddle well forward 
so that the weight of the body can be utilized in propelling 
he wheel, raise saddle so rider's leg is almost straight 
when pedal is low, use upturned, wide handle bars. 

I have known heart patients to derive great benefit 
from wheel exercise, and do not hesitate to allow its use un- 
der proper restrictions, except in cases of mitral stenosis 
and marked aortic regurgitation, in which conditions, even 
though the heart muscle be good, wheel riding should not 
be allowed. 
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MARCHAND'S EYE BALSAM 

- (C P. Vegetable Glycerine combined with Ozone) 

" IS THE MOST POWERFUL AND AT THE SAME TIME HAFMLESS 
HEALING AGENT KNOWN. 

II Y U KUZU IN £i aqueous solution of H,0,) 

IS THE MOST POWERFUL ANTISEPTIC AND PUS DESTROYER. 
HARMLESS STIMULANT TO HEALTHY GRANULATIONS. 

Cure quickly Suppurative and Inflammatory Diseases of the Eye: 

Catarrhal Conjunctivitis or Ophthalmia, 

Purulent Conjunctivitis, — Ophthalmia in Children, 

Inflamed and Granular Eye Lids, Etc. 

Send for free 240 page book <* Treatment of Diseases caused by Germs," containing 
reprints of iso scientific articles by leading contributors to medical literature. 

Physicians remitting 50 cents will receive one complimentary sample of each, 
" Hydrosone " and •• Eye Balsam " by express, charges prepaid. 

Marelinnd's Eye Balsam is pat up only in prepared only bt 

one size bottle. Package sealed with my signature. 

Hydrozone is put up only in extta small, small, 
medium, and large size bottles, beating a red label, 
white letters, gold and blue border with my signature. 

<il>'CM>Zoiie is put up only in 4-oz., 8-oz. and 16-oz. 
bottles. l>earing a yellow label, white and black letters, rhemint ami (IradvaU of the " Ecole Out rale 
red and blue border with my signature. d** Artiet Manufactures de Paris" (Franc*). 

Charles Marchand, 28 Prinoe St., New York. 

Sold by leading Druggists. Avoid Imitations. Z& Mention this Publication. 




A Wide Field. 



To name the 



affections in which the Thyroid treatment has been 
tried would necessitate the enumeration of the whole 
list of pathological conditions. 

It is a specific of the first importance in My xoedema, 
Cretinism, simple Goitre and Obesity, It is of great 
value in Acute and Chronic Melancholia and Acute 
Delirium, The results following its employment in 
Psoriasis, Scleroderma, Eczema, Tetany, certain phases 
of Insanity, and in retarded development of children, 
have been such as to warrant further experiment 

Armour's Desiccated Thyroids and Thyroid 

Tablets are carefully made from selected material 
and may be depended upon in all cases where the 

L Thyroid treatment is indicated. 



Armour & Company, Chicago. 
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WM. R. WARNER & CO.'S 

Soluble Coated Granules 

Prepared Especially for Prescribing. 
The Coating of the following Granules will Dissolve in H Minutes. 



Add ArMenloiiM I -20, 1-30 and l-f>0 gr. 

Med. I'rop. Autlperiodic, Alterative. Dost*, 
J lo 2. 

Acoulla 1-00 gr. 

Med. Prop. Nerve Sedative. Dose. 1 to 2. 



ITIereury Prot. lodld. \i gr« 

Med. Prop.— Alterative. Dose, 1 to 4. 

Mercury Prot. lodld 'jj?r. 

Med. Prop. Alterative. Dose, 1 to 2. 

Mercury Prot. lodld »a gr. 

Med. Prop. —A Iterative. Dose, 2 to 4. 

Mercury Iodide Red 1-16 gr. 

Med. Prop.— Alterative. Dose, 1 to 3. 



Aloln el Mtrycliuliie 

Med. Prop. -Tonic. Laxative. Dose, 1 to ! 

Alolu el Strycli. el Hellad. _ ^ a ^ _ m 

Med. Prop.-Tonie. Laxative. Dose, 1 to 2. I Morphlnie Sulph. l-20gr. 

A loin. 1-5 *r. i Med. Prop.— Anodyne. 

vZF'IEiZLh l ~™ir\ Morplilnw Sulph. 1-iOgr. 

Ext. Belladon, »„ gr. ) | Med. Prop.-Aiiodync. Dose, 1 to 2. 

Atropine I -10f» ^rr. I Tlorphime Sulph.... 1-6 and »» gr. 

Med. Prop. Anodyne. lfc»se, 1 to 2. Med Prop.— Anodyne. Dose, I to 2. 

Atropliue Sulph. 1-60gr. ! Morplilnie «ulpli. . .. . . 4 and K gr. 

Meif Prop. -Anodyne. Dose. 1 to 2. I Med. Prop. Anodyne. Dose, I to 2. 

i Perl»taltlc 

Cardiac Tonic (Du. Mann). ' Each containing. 

Each containing | A loin. H gr. Ext. liellnd. H gr. 

Morphln. Sul. 1-12 gr. Strychnin, 1-60 gr. Ipecac, 1-16 gr. 

Sirveli. Snl. I 134 gr. * Dose, 1 to 2. 

Atropin Sul. l f^'i\' Pcrl*talllc Mercurial 

* une,, i\ . t -..>«.. * &*<"»» eontalnlng 

Dose. I to .1 pills. j AloJn , 4 gr Kxt Hellad.^ Kr . 

todcia ., i,gr. Siry.-I...!.. l-JW ijr Ipecac, 1-16 «r. 

Med. Prop. Anodyne, replacing Morphia ! Dose i to * 
without the usual disagreeable after etfects • ..... ' "', iA , , y ,, 

produced liv the latter. I Podopliylllu. ...1-10 h. l i and 1 gr. 

r * I \l..>lll M ...v ( liklluihfhl ll*kt^4*lr*k~I 



Med. Prop.— Cathartic. Dose, I to 4. 

_ odophyllln «omp 

Med. Prop. Mercurial Aherative. Dose,lio2. , Med. Prop.- Cathartic and Tonic. Dose, 1 to 2. 



t'orroalve Kub 1-12. 1-20, 1-40 and 1-lOOgr. I Podopliylllu C^omp 

ive. Dose,lio2. | Med. Prop.- Cathartic and Tonic. Dose, 



Podonhylliu, K gr. i 

Ext. Hyoseyamla, l R gr. > 

Ext. Nnx Vomica*. 1-16 gr. ) 



Dls&ltallii lOOgr. | 

Med. Prop.- Arterial Sedative. Dose, 1 to 2. 

Klaterliuii. (fliiltertmck's). 1-10 Strychnia.. 1-10, 1-20. 1-30, 1-32. 1-40 and l-60gr. 

Med. Prop .-Diuretic, Hydragogue <athar- Med. Prop. Nerve Stimulant and Ionic, 
tic. Dose, 1 to 2. ' Dose, 1 to 3. 

F*t. iKuatla Amara '* gr. Strychnin* Sulph 1-32 gr. 

Med. Prop. Nerve Sedative. Dose, 1 to 2. I Med. Prop. Tonic. Dose. 1 to 3. 

Kxt. Nux Vomlcu* '4 and ' a gr. • Vera trliue Sulph .1-12 gr. 

Med. Prop. Nerve Stimulant. Dose, 1 to X , Med. Prop. Powerful Topical Excitant. 

. . . ' 1 )<)S «. 1- 

HyoMcyamla 1-1UU gr. i , 

iCrysials pure Alkaloid). ' Zinc Phoaphlde 1-t> and H gr. 

Med. Prop. Anodyne. Soporific. ■ Med. Prop. -Tonic. Dose, 1 to 3. 



WM. R. WARNER & 00., Philadelphia, New York and Chicago. 
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Botes anb Comments, 

A prominent eastern teacher remarks that he has been 
in the habit of delivering two lectures each year to his 
classes on his mistakes. He thinks it would be a valuable 
plan for all medical teachers go follow. There is no doubt 
at all but that we are much more impressed by our errors 
than by our successes; and no more positive deductions can 
be offered in training minds than those chargeable to c 'mis- 
takes." 

* 

The advantages to be derived from high altitudes, in the 
treatment of pulmonary tuberculosis in particular, lie in the 
fact that the air is purer — free from gases and bacteria; that 
there is a greater amount of ozone in the atmosphere, which 
is without doubt beneficial; that there is a diminished atmos- 
pheric pressure — rarefied air; that the rays of the sun are 
warmer and the air therefore drier— absence of fog; and 
that these conditions promote abetter nutrition, and increase 

in the red blood corpuscles. 

* 
* * 

One of the most advanced gynaecologists of Chicago re- 
cently gave utterance to the prophesy that surgery's tri- 
umphs were quite at an end, and that the day is not far dis- 
tant when surgery is to divide honors with internal med- 
icine; indeed, even more, that the surgeon will take off his 
hat and stand back, leaving the skilled specialist in internal 
medicine so-called to determine what shall be done and by 
whom. And yet we find Treves, the distinguished London 
surgeon, railing at the medicine after this fashion: — "Al- 
though the surgeon is still in awe of the stethoscope his 
profane fingers have invaded the abdomen, the sacred thorax, 
and the brain. It is a question if even the pineal body, which 
as the reputed seat of the soul must be a purely medical dis- 
trict, is really immune from what is rather rudely called 
4 * 'surgical interference. ' " 
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i Dr. 6. E. Frothingham, of Detroit, Mich., a veteran 
practitioner and teacher, in a late address before the Wayne 
Co. (Detroit) Medical Society, said about medical societies: — 
•'lam convinced, after years of observation, that medical 
men can only reach the highest state of development by ac- 
tive membership in some medical society. The meetings of 
a medical society constitute one of the best post-graduate 
courses they can attend. At these meetings they get the 
benefit of the study and experience of a large number of 
their fellow- workers; they get the result of practical tests of 
all new theories and remedies on a more extensive scale 
than any one man can hope to try them; they get the re- 
sult of the reading and best thoughts of each member, and 
the system of medical education offers no better method of 
professional advancement, after the completion of a thorough 
course of medical instruction and graduation from college, 
than attendance upon them. It is to be regretted that so 
few appreciate this fact." 

* 
* « 

Physicians are time and again importuned for advice 
and encouragement by women young and old who have 
conceived the idea that their life's destiny was in the direc- 
tion of becoming a trained nurse. They have cared, in a 
certain sort of way, for a few sick friends and neighbors, 
and felt an interest in the work — particularly if the patients 
all happened to nicely recover. They have then, taking 
some good opportunity, spoken to the doctor, and asked him 
what he thought of it. 

Let the doctor be prepared for these good intentioned 
inquirers by carrying the following words, recently ad- 
dressed to the class of an eastern training school, well in 
mind: — "A nurse's life snould be thought of as a mission 
only, and rightly conceived and administered I know of none 
higher. It is a life of self-denial, and often of the most ar- 
duous requirements, and its material benefits are few. It 
demands enthusiasm for the thing itself; it demands tact, 
strength, self-control, broad human sympathy, and above 
all self-forgetfulness, such absorption in her work that she 
has no time to think about h£r rights, her authority, her dig- 
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nity, whether some one is intending to slight her or to un- 
dervalue her importance, or to even think of losing her tem- 
per." 

* 
« * 

* 

* * 
It is stated that by far the most extensive focus of lep- 
rosy in the United States is in Louisiana where it has existed 
since 1785, and where the number now living is placed at 
124 cases. 

The life of the medical inventor, though it may lead to 
lasting scientific fame, is not necessarily an enviable one 
So, at least, it appears as we read a brief biography of the 
late Dr. Joseph O'Dwyer, the discoverer of intubation, writ- 
ten by one of his close professional friends, who says:— 
"Dr. O'Dwyer was a poor sleeper from the time he began 
thinking on intubation. The thoughts of the day clung to 
his brain at night, and sleep was at first broken, and at 
length absent, for the greater part of consecutive nights. 
After the death of his wife followed the years in which in- 
tubation became popular in New York, and his door bell 
rang much at night. Even though he did not go out, he 
could not sleep again. Once a tube was inserted in a child's 
larynx his anxieties began. The operation was new; the ac- 
cidents were all reported to him from the whole world. 
These worried him. Not to dwell to long upon the subject, 
his whole tranquility of mind was destroyed, and sleep was 
gained only with greatest difficulty." 
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THE YEAR-BOOK OF TREATMENT FOR 1898. A Critical Re- 
view for Practitioners of Medicine and Surgery. Crown octavo, 
488 pages. Cloth, $1.50. Philadelphia and New York. Lea 
Brothers & Co., 1898. 

If one does not care to spend very much for a "year- 
book," and wants a work of the kind to be as brief as pos- 
sible, consistent with value and reliability; and particularly 
if he wants a reflection of English opinion and therapeutics, 
then this is the book to get. This year's volume contains 
over 480 pages covering the whole field of the progress of 
medical and surgical treatment. 

One or two changes have been made in the list of con- 
tributors, but not so as to abbreviate the general usefulness 
of the volume. 

The volume for 1898 makes the fourteenth annual issue 
of this publication. 



THE TREATMENT OF DISEASES BY ELECTRIC CURRENTS: 
A Hand-Book of Plain Instructions for the General Practitioner, 
By S. H. Monell, M. D., founder and instructor of the Brooklyn 
Postgraduate School of Clinical Electro-Therapeutics and Roentgen 
Photography; Fellow of the New York Academy of Medicine; Mem- 
ber of the New York County Medical Society and New York Elec. 
trical Society. New York: William Beverly Harrison, 1897. 
This is a book of 1100 pages, divided into 70 chapters, 
and containing 473 illustrations. In his preface the author 
states that "galvanic, faradic, and static currents are impor- 
tant medical remedies which can only be prescribed by those 
who know how to use them." He also states that "it has 
been my aim to make this treatise a plain hand-book of in- 
struction in the medical uses of electricity. It is, therefore, 
free from electro-technics and terms which the general prac- 
titioner may not understand." 

In the first chapter on "the status of modern electro 
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therapeutics", the author gives the reader at once the im- 
pression that he is master of his subject. In a very clear 
and concise manner he informs us "that in most electrical 
lines the days of experiment are over, and the facts are now 
so well established that the question of electricity is as 
clearly standardized as are steam engines, bolts or screws. 
There is no need of attempting to explain what electricity 
really is, for the laws which govern its use are as well de- 
fined and as thoroughly understood as those which apply to 
light, heat, or air." 

In referring to apparatus the author states what every 
one who has had much experience can verify, "that the 
market is full of inferior goods", and that "physicians 
should prefer to deal only with makers of approved experi- 
ence and leliability." 

The importance of dosage is fully emphasized, stimula- 
tion being a quick process the application should be short; 
also in counter-irritation. General tonic applications are 
slower and more time is necessary, "probably fifteen min- 
utes is an average length of treatment for this purpose." 
Sedation is still slower, and while local circulatory seda- 
tion in the "neurasthenic and hyperexci table" may be 
effected as quickly as local stimulation, in other cases time 
must be extended and persisted in until effect is secured if 
"it takes twenty minutes or half an hour." 

The author gives considerable space to the description 
of a faradic apparatus devised by himself with which the 
dosage can be measured, an advantage entitled to the space 
given, and surely a want long felt by those who make use of 
this form of electricity in treatment. 

After giving a very clear and complete description of 
the best methods for caring for electric apparatus, especially 
the static machine, the author gives quite a little space to 
indications and counter-indications in the uses of electricity. 
With many authors one is much mystified by the use of 
what the author terms "a jargon of cant technical terms", 
but in this work all the "jaigon" is omitted, and the uses of 
electricity are described in a clear, comprehensive manner 
and electrical prescribing is given from the same 
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standpoint as drug prescribing. One must familiarize him- 
self with all the possible effects of the different electrical 
currents and then learn how to regulate each form 4x> pro- 
duce at will each form of effect this accomplished one has 
at command all the practical resources of electro* therapeu- 
tics. 

That there is more skill exhibited in the manner of use 
of medical agents of all kinds than in the number used is a 
fact that almost any one will admit who has had experience 
in the treatment of disease, and this applies equally true to 
electricity. 

In gynaecological practice the author claims much for 
electricity, in fact he goes so far as to say "leave electricity 
out of gynaecology and we have the play of Hamlet with 
Hamlet left out." 

His technique is very clear and plain, but somewhat 
verbose; he gives 330 pages to the treatment of pelvic dis- 
eases. 

We can hardly agree with the author in the treatment 
of simple endometritis of young girls when he claims that 
pericutaneous galvanic applications are often adequate treat- 
ment, and that local examinations may be reserved. This 
is working decidedly in the dark and expresses a confidence 
electrical treatment that has a tendency to make one skep- 
tical as to some other portions of the book. Nevertheless, 
as the author says, "the old physicians may say: 'Yes we 
tried electricity twenty years ago but it didn't work.' The 
telephone didn't work twenty years ago and the X Rays 
didn't work two years ago In common with the tel- 
ephone, the phonograph, the electric motor, the electric 
light, electric medical apparatms has been developed by im- 
proved inventions." 

When one takes into consideration these advances one 
cannot doubt the great strides made and being made in 
electro therapeutics, and the cases reported by the author 
which a few years ago would seem very doubtful cannot be 
questioned today, and we may well expect great advances in 
electrical treatment in the near future. 

The use of electricity in gynaecological and genito- urinary 
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practice is treated in a exhaustive manner, in fact we regret 
that so much attention is given these departments and so lit- 
tle to diseases of the nervous system proper. 

On the whole, however, the book is the most complete 
and best of its kind that we have seen, and we commend it 
to all physicians who use electricity in any manner in treat- 
ing their patients. The publishers are entitled to much 
praise for making a book from excellent paper and the ty- 
pography is iu keeping with the rest of the work. 

U. O. B. W. 



TBE AMERICAN YEAR BOOK OF MEDICINE AND SURGERY. 
Being a Yearly Digest of Scientific Progress and Authoritative Opin- 
ion in all Branches of Medicine and Surgery, drawn from Journals, 
Monographs and Text- Books, of the leading American and Foreign 
Authors and Investigators. Collected and Arranged with Critical 
Editorial Comments, by Twenty Seven Leading Authors and Writers, 
and under the General Editorial Charge of George M. Gould. M. D. 
Philadelphia: W. B. Saunders. 1898. 

The 1898 edition of this compendium of the most recent 
and valuable information obtainable within the year, presents 
a large and most interesting volume, giving the most impor- 
tant contributions to the progress of Medicine, General Sur- 
gery, Obstetrics, Gynaecology, Orthopoedic Surgery, Ophthal- 
mology, Otology, Diseases of the Nose and Larynx, Paediat- 
rics, Cutaneous Medicine, Materia Medica and Therapeutics, 
Anatomy and Physiology, Legal Medicine, Public Hygiene 
and Physiological Chemistry. 

One can not peruse its pages without being impressed 
with the vast and ever-increasing fund of information pre- 
sented to the medical mind, out of which a volume of this 
nature must needs be compressed, sifted and weighed in the 
balance of experimental research, to keep it within the bounds 
of ready reference and practical information. Its authors 
are to be congratulated in having accomplished this object 
so well. By a system of condensation and typographic 
head lines to the principal topics, the busy practitioner may 
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at once turn to any subject, and find reduced "to a nutshell" 
its most recent consideration. The new things of the year, 
particularly those that have stood the test of experimental re- 
search, are mostly to be found in this volume, and from a 
rather careful perusal of its pages, one is led to the opinion 
that very little, if anything, has been left out. The illus- 
trations appear to be more numerous and better than in pre- 
vious years. The work is a large and handsome one, splen- 
didly indexed, and altogether it is such an available and val- 
uable book as to commend itself at once to the progressive, 
busy practitioner. 

O. J. P. 
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REPORT OF AN OUTBREAK OF TYPHOID FEVER 
AT ST. CLAIR, MICH.— By Geo. E. Ranney, 
M. D. Lansing, Mich. 

At a meeting of the Michigan State Medical Society in 
1870, a committee was appointed to report upon the Causes 
and Propagation of Typhoid Fever. At the next annual 
meeting of the society the committee reported, taking the 
ground that the disease was propagated by contagion, the 
same as scarlet fever and small-pox, and in the discussion 
that followed the report no one dissented from the views ex- 
pressed in the paper. 

Some years previous to, and including, the year 1874, 
Lansing, my home, suffered from outbreaks of the fever, 
which attracted the attention of the secular press, and the 
city suffered in its reputation as a healthful place. 

The fever in those outbreaks was called by some phy- 
sicians, "bilious," "typho-malarial" or "remittent" while 
the death rate occurring in those patients corresponded with 
that of typhoid fever. Frequent attempts were made to 
"break up" these fevers with quinine, but such endeavors 
were not only useless but worse than useless. These out- 
breaks of fever I then regarded as typhoid and attrib- 
uted its presence to the use of contaminated water, procured 
from shallow wells, reaching only to the first water-bearing 
stratum, which was largely contaminated with organic mat- 
ter. These facts, sustained by incontestible proof, I re- 
ported in an article to the Michigan State Board of Health 
which paper, as far as I know, antedated any proofs that 
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had been made of a fact which now is everywhere admitted, 
viz. ; that contaminated water is the great prolific cause of ty- 
phoid fever. 

I then said that I believed the poisonous water might 
declare itself in the likeness of more than one disease, and 
render the victim of its use less able to resist any disease. 
I hold to that opinion now, and that ninety-nine per cent, 
of continued fevers, called by some ''bilious," "typho mala- 
rial" and "remittent," are typhoid and caused by water 
containing sewage or other noxious matter, and that what 
by some are regarded as "doubtful cases," where but few of 
the classical symptoms of typhoid advertise the disease as 
such, the means of preventing the spread of the scourge 
should be the same, for I have no doubt but the post-mortem 
findings would in every case show the unmistakable proof 
of its being typhoid. 

I have always contended that there was no such hybrid 
disease as "typho-malarial," and since the discovery of the 
Plasmodium malariae and the typhoid bacillus, the double in- 
fection has never been found, and I am now pleased to note 
that the term "typho malarial" has become obsolete in the 
medical nomenclature of the day. After 1874, when I ex- 
posed the cause of outbreaks of typhoid fever in Lansing, 
public water works were soon established here, furnishing 
an abundant, wholesome water supply, since which time no 
one, so far -as I am able to learn, has had typhoid fever in 
Lansing, who used, exclusively, water from the public water 
works. 

Owing to the atypical symptoms presented in many of 
these cases, their mildness or short duration, some physi- 
cians are apt to commit themselves to the opinion that the 
disease is not typhoid, and holding dogmatically to their 
dictum, controversies, little to the credit of our profession, 
arise, in which the patients and friends of the contesting 
practitioners take sides, while the insatiable foe of life carries 
fearful mortality in its spread, filling communities with 
mourning and homes with desolation and grief. It seems to 
me that it is time for physicians to recognize the fact that 
the typical, classical symptoms of typhoid fever are the ex- 
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ceptions to the rule, and that the atypical forms are the cases 
generally met with, and demaqd the most prompt and 
energetic means which I believe are always practicable to 
prevent the spread of the disease. 

Since 1874 a number of outbreaks of typhoid fever have 
occurred in our own state, notably in Ionia in 1881; in Port 
Huron in 1892; in Ironwood in 1893, and last but not least 
the recent outbreak of the disease in St. Clair. 

I am prompted to write this article having recently 
been called upon by the Michigan State Board of Health to 
visit St. Clair to investigate and report upon an outbreak of 
fever there. 

My visit there, made March 7, 1898, revealed the follow- 
ing facts: Calling on the Health Officer of the city I was in- 
formed by him that there had been over two hundred cases 
of fever in that city and that one hundred or more were then 
ill with the disease. He informed me that the outbreak of 
the disease commenced about the twenty-fourth or twenty- 
fifth day of December last. It w T as claimed by him, and by 
other physicians of St. Clair, that many of the cases of fever 
were comparatively light and of short duration, and the 
most typical symptoms of typhoid fever, as recognized by 
them, such as gurgling, tenderness in the iliac region, 
severe headache, delirium, subsultus, sordes on the teeth, 
tympanitis, and diarrhoea were absent in a large number of 
cases, but that in some cases a red, macular eruption ap- 
peared on the abdomen. In quite a number of these cases 
the patients complained of a loss of bodily and mental powers; 
were languid, and became tired on slight exertion; and these 
symptoms would culminate in a chill, followed by fever, 
great distress in the stomach, associated with nausea, but 
instead of being associated with diarrhoea as frequently oc- 
curs in typhoid, they were at first constipated. These at- 
tacks lasted from seven to twenty-eight days, the majority 
from fourteen to twenty-one days, as reported by these phy- 
sicians. I was informed by physicians there that children 
from the surrounding country who attended school at St. 
Clair became infected and were the only ones in the irrespec- 
tive homes who had the fever. 
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The death of one man had recently occurred in the coun- 
try, near St. Clair, who had been visiting the city and drunk 
the river water, and he and his friends attributed the disease 
to that cause. Another person who visited St. Clair and re- 
turned to her home in another city had a well-marked run 
of typhoid fever, being the only case occurring in her town. 

A man aged 28 was taken sick one day in January. He 
worked in the planing mill between the tannery and the 
water works. He died from thej fever, and a post-mortem 
was held in his case which showed unmistakably that the 
fever was typhoid. This man used a privy that emptied into 
the river just above the water works. 

Some of the cases I visited with the physicians presented 
the well-marked and unmistakable conditions of typhoid 
fever as laid down in our old text- books and regarded as the 
classical type. One, a man aged 37 years, had the usual 
prodoma such as languor, anorexia, general nervous de- 
pression, culminating in a chill, followed by a temperature 
of 105J Q for nearly a week, then dropping to 102i° to 100*°. 
I saw him on the eleventh day of the fever. He was then 
dull and stupid, and had been delirious part of the time. 
Rose-colored spots wercon his abdomen, his abdomen was 
tympanitic, tongue parched and dry, he had some subsultus 
and he had frequent movements of the bowels, and a tem- 
perature of 102£°. This man, the only person of the family 
who had the disease, was a mechanic and drank considerable 
river water where he worked, but none at home, where the 
family used only water from a private well. 

I visited with three different physicians, about fifteen 
different patients, varying in age from seven to thirty seven 
years, who had had the fever from two to twenty-eight days. 
While some of the cases did not present the pathognomonic 
symptoms of typhoid fever, as only proving to some that it 
was typhoid fever, I believe that all I examined, except one, 
were suffering from typhoid poison, all of whom had been 
drinking water furnished through the city water works. 

The large number of cases of fever and the similarity of 
their symptoms and history caused us naturally to look for 
a common cause. The city water supply, procured from the 
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St. Clair river, had been strongly suspected by the Health 
Officer and others of the city of being the source of the 
morbific poison and whether the disease was typhoid or 
some other kind of fever, as many contended, fortunately 
the practical issue of the contestants was the same, namely, 
that^ most likely the disease came from the use of water 
containing sewage, and that the great preventive measure 
was the prompt removal and disinfection of urine and fecal 
matter, that neither the air nor water might be contaminated 
by them, and the procuring of wholesome water for domestic 
purposes. 

On investigation as to the public water supply I was in- 
formed that there was no public sewer emptying into the 
river above the water intake, but that the city extends along 
the bank of the river for a mile or more above, and that pri- 
vate sewers empty into the river above the works. Above the 
water works, between seven and eight hundred feet, on the 
bank of the river is a tannery, and between the two is a 
planing mill, and much of the refuse from both finds its way 
into the river, and some claim that they have seen bunches 
of hair which found their way from the tannery into the 
water pipes. 

The present intake from which St. Clair is supplied ex- 
tends eighty feet into the river, and a few weeks ago this 
intake became obstructed by "anchor ice" and for a few 
hours the works were supplied from an intake extending 
only twenty feet into the river. 

According go a blue print worked to a scale showing the 
soundings of the river, opposite the water works, to a bar in 
the middle of the river which is about seven feet under water, 
it was observed that the intake is in a sag or basin in the 
river and that beyond the intake the bottom of the river is 
higher, so that the undissolved portion of sewage, settling 
into this basin, might readily find its way into the intake In 
conferring with the Health Officer and the Mayor and other 
prominent residents of the city I was informed that the city 
board of public works was contemplating, and expected to 
mmediately provide for extending the intake pipe seven 
hundred feet farther into the river, and would commence the 
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work as soon as the ice went out. This work I think will 
very much improve, if it does not wholly remedy, the evil 
growing out of the present unwholesome water supply and 
I heartily urged and commended the work. I recommended 
that a public sewer be constructed to extend from. a sufficient 
distance above the water works to a point below them tp ac- 
commodate the residents living above the works. 

I procured a sample of the water from the water works 
and sent it to Prof. V. C. Vaughan at the Michigan State 
Laboratory of Hygiene, for analysis. I also procured for ex- 
amination specimens of blood from different patients which 
I handed over to Dr. Henry B. Baker, Secretary of the Mich- 
igan State Board of Health. 

I urged upon the doctors at St. Clair the great impor- 
tance of reporting all cases of continued fever, even though 
they might be doubtful of its being typhoid, as has been di- 
rected by the State Board of Health. 

A general disinfection of the excrement from these 
cases was being recommended by the physicians, as was also 
the boiling of the water for domestic use by the citizens of 
the place, which measures were strongly endorsed and 
urged by myself. 

If farther evidence were necessary to convict the St. 
Clair water of its disease-producing qualities the investiga- 
tion made by Dr. Vaughan, as given below, extracted from 
his report should be sufficient: 

INOCULATION EXPERIMENTS BY DR. VAUGHAN. 

1. Kindof animals inoculated with germs: White rats. 

2. Method of inoculation: lntra-abdominally. 

3. Kind, amount ard ige used: Beef tea, 24 hours, 182 
c. c. 

4. Results of the inoculation: Sample No. 1, Rat with 2 
c. c. dead in 12 hours; sample No. 2, both rats dead in 
12 hours; sample No, 8, both rats dead in 12 hours. 

5. Post-mortem appearances: Marked subcutaneous con 
gestion; liver, spleen, kidneys, and lungs congested; 
omentum mottled and hemorrhagic; mesenteric vessels 
congested, and heart in diastole. 
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6. Description of the germs, if any, found in the organs: 
A short, slowly motile bacillus, with rounded ends; co- 
agulates milk; gives indol reaction; reddens litmus, and 
produces gas. 

7. In what organs were the germs, if any, found growing(?): 
All. 

CONCLUSIONS. 

These waters should not be used. Dr. Novy has at- 
tempted to find the Eberth bacillus which may possibly be 
mixed with the colon germs, but has not been able to do so. 

Extract from Dr. Vaugban's letter of March 18, 1808. 

"I enclose herewith copies of the results obtained in the 
examination of the various samples of water sent to the Lab- 
oratory from St. Clair and Port Huron. I think that you 
Will find these sufficiently full to explain themselves. 

I examined two samples of urine, both of which gave the 
diazo reaction. 

The samples of blood acted very imperfectly upon 
Eberth's germ; in fact, only two out of twelve samples ex- 
amined gave wholly satisfactory agglutination tests. I 
thought, from the sample sent that the trouble was that I 
could nr>t get enough blood from the paper." 

At this late day, when so far as I know, every out break 
of continued fever can be traced to water containing sewage, 
I am surprised that one case of fever after another can oc- 
cur, in quick succession, in a neighborhood, and in the same 
families, and not awake at once, in the minds of physicians 
in attendance, the importance of closely examining into the 
water supplied to such communities and families. 

No greater or more important duty can fali f to the lot of 
a municipal goverment than that of furnishing and preserv- 
ing to its inhabitants an uncontaminated water supply. Its 
important lessons find their expression in the numerous out- 
breaks of typhoid fever in this and other countries, as a re- 
sult of neglecting that important duty. 
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CLINICAL LECTURES ON DISEASES OF THE 
HEART, LUNGS AND PLEURA.— By Joseph M. 
Patton, M. D. , Professor of Internal Medicine, 
Chicago Policlinic. 

CARDIAC NEUROSES. 

Under the title of neuroses we wish to consider those 
abnormalities of cardiac function and rhythm which are 
symptomatic of the various modifications of cardiac inner- 
vation, nutrition and metabolism that, while present to some 
extent in all cardiopathies, yet find most pronounced symp- 
tomatic expression, at least so far as the perversion of inner- 
vation is concerned, in the circulatory conditions which 
attend maturer years. Balfour has grouped these con- 
ditions under the general subject of "The Senile Heart," 
and the severity of the symptoms in relation to the difficulty 
off demonstrating any definite cardiac lesion, justify their 
being regarded in many instances as manifestations of cardiac 
senility, for, when present in young individuals, these 
symptoms can frequently be connected with some definite 
cardiac lesion. The only conditions which are invariably 
present in this class of cardiopathies are imperfect nutrition 
of the heart muscle and disturbance of cardiac innervation. 
No definite pathological state can as yet be held responsible 
for the cardiac neuroses, though they may be manifest in 
any of the various pathological conditions in which the 
factors mentioned obtain. 

[If we recall a few facts relative to the innervation, cir- 
culation and action of the cardiac muscle, we. will more 
readily appreciate the complex possibilities for derangement 
of function, with or without physical alterations of a dem- 
onstrable nature. 

The basic cardiac plexus of nerves is connected with 
the cardiac ganglia. These ganglia are scattered through 
the cardiac substance, particularly at the junction of the 



Digitized by 



Google 



PATTON: CARDIAC NEUROSES. 7 ] 

sinus venosus with the auricle, and in the auriculo ventric , 
ular sulcus, — His and Romberg have shown that the ganglion 
cells of the heart have the same origin as all other sympa- 
thetic cells, and suggest that +hese ganglia form impulses 
which regulate the circu'ation through the vagus and accel- 
erator nerves. The rhythmic nature of the contractions of 
the heart has been attributed to these ganglia, but at pres- 
ent it is regarded as an inherent automatic property of the 
heart muscle, myogenic in nature (the power of spontaneous 
movement possessed by all primordial protoplasm — Foster), 
and independent of the nerve ganglia (Botazzi). Kronecker 
claims to have demonstrated a co ordination center located 
at the junction of the upper and middle third of the ventric- 
ular septum. The location of this center (in the area sup- 
plied by the anterior coronary artery) has some clinical 
interest. The ultimate distribution of the cardiac nerves is 
in great profusion through the heart muscle, underneath 
the endo and pericardium, and about the blood vessels. 
Berkeley has* demonstrated their termination between and 
on the muscle fibres. Smirnow claims to have demonstrated 
sensory nerve endings in the cardiac connective tissue, 
which he thinks are connected with the depressor nerve. 

The basic plexus unites into three cords; the superior 
and inferior cardiac nerves (branches of the vagus), and 
the accelerator nerve (sympathetic). The superior and 
inferior nerves, usually called branches of the vagus, 
have separate origin and function, and the inferior nerve is 
more closely associated with the spinal accessory than with 
the vagus nerve. The superior cardiac nerve is an afferent 
nerve and conveys influences to the ^aso- motor center in the 
medulla which modify and regulate the pressure in the ar 
terioles. The action of the inferior cardiac nerve is anabolic: 
it inhibits the action of the augmentor nerve, it slows and 
reduces the force of the heart. Its action is chiefly on the 
auricles whose action it may entirely arrest. The excitabil- 
ity of the ventricles is diminished and their output may be 
reduced thirty per cent. (Roy and Adami). Their action 
may be temporarily arrested by strong stimulation of the 
vagus, or, under certain degrees of stimulation, they may 
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develop action entirely independent of the sinus and auri- 
cles, which is frequently the cause of irregularity of the heart. 

The action of the accelerator nerve is to increase the 
force and frequency of the cardiac contractions (von Bezold). 
These effects are not necessarily coincident, sometimes one 
and again the other being most prominent (Foster). The 
accelerator nerve is the katabolic nerve of the heart; it is 
through it that cardiac metabolism is effected and energy 
produced (Gaskell). 

The arterial supply of the heart is remarkably ample 
in comparison to the size of the organ. The coronary ar- 
teries are subject to both diastolic and systolic pressure. 
The left coronary artery is the largest, is most frequently in- 
volved in sclerotic, atheromatous or syphilitic processes, 
and, from its distribution, is the most important in connec- 
tion with morbid processes of the cardiac muscle. The an- 
terior branch of the left coronary artery runs in the anter- 
ior inter-ventricular groove and supplies the anterior wall of 
the left ventricle and the septum. It is most frequently the 
seat of arterial disease and of thrombosis or embolism. 
Osier has called it the artery of sudden death. The effect 
on the heart of interference with the coronary circulation is 
in direct proportion to the size of the artery involved. Por- 
ter's experiments show that ligation of the smallest artery 
(arteria septi) does not arrest the hearts' action; of the next 
largest (coronaria dextra), arrest in fourteen percent.; of 
the next largest (descendens), twenty eight per cent. ; and 
of the largest artery (circumflex) sixty four per cent. Por- 
ter also shows that ligation of a coronary artery is followed 
by a rise in auricular pressure which may possibly interrupt 
the entire coronary circulation. Although the coronary ar- 
teries are not, strictly speaking, terminal arteries, the an- 
astomosis is not free enough to allow of the establishment 
of collateral circulation. The effect of plugging of an ar- 
tery is to produce an anaemic infarct. These occur most 
often in the walls of the left ventricle and in the septum 
near the apex. They may be firm, white or opaque in color, 
and may have a prominent outline. They are gradually 
changed into fibroid patches. 



Digitized by 



Google 



PATTON: CARDIAC NEUROSES. 73 

The effect on the hearts' action of plugging of a coron- 
ary artery is to produce fibrillary contraction with loss of 
co ordination which is difficult to re-establish. It is evident 
that narrowing of the orifice of the coronary arteries may be 
quite as serious a matter, or, indeed, even more so, than ex- 
tensive disease of the arterial walls]. 

Precordial pain. — Among the most indefinite and 
troublesome neurotic states of the heart are those accom- 
panied by precordial pain. Pain about the heart is a con- 
dition not necessarily indicative of, or invariably present in, 
any morbid state of the heart. Precordial pain may occur 
from flatulent dyspepsia, gastralgia, intercostal neuralgia, 
myalgia, pleurisy, pericarditis, anaemia, neuro- vascular 
spasm of central origin (angina pectoris vasomotoria — Noth*- 
nagel), peripheral vascular disease, aneurism or tumor at 
the base of the heart pressing on the basic plexus, disease 
of the coronary arteries or heart muscle (idiopathic angina 
pectoris), aortic valvular disease, atheroma or distention 
of the aorta, distention of the heart cavities in mitral disease 
or in acute simple dilatation of the heart. Heart pain is too 
inconstant to be regarded as belonging to the symptoma- 
tology of organic heart disease. A most serious affection 
may be painless while another of no special import may ex- 
hibit ^severe pain. Cardiac pain may vary from mere pre 
cordial anxiety or consciousness of hearts' action with the 
peculiar indescribable sensation associated with palpitation, 
through intermediate states of tension, constriction, grasp- 
ing, boring, sticking, dull, heavy or piercing pain which 
may be constant or proxysmal. The toxic form of precor- 
dial anxiety, pain and distress which results from the use 
of tobacco, is largely due to the gastric irritability induced 
by the weed, and in the treatment of these cases we must in- 
sist on stopping the use of tobacco. The general treatment 
of precordial pain is symptomatic and includes tonic, dietetic 
and hygienic management. 

Angina pectoris. --This is the most important, as well 
as the most sudden and alarming, condition accompanied by 
heart pain with which we meet. Characterized by no defi- 
nite pathology other than changes in the heart, muscle, nerves, 
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and arteries which may occur without anginal manifestations, 
it may yet be classed, on a symptomatic basis, as a neu- 
rosis. 

True angina pectoris* may be classed as a part of the 
symtom complex — a syndrome (Osier) — of those varied le- 
sions of the coronary nervous system, arteries and muscle 
which result in ischaemia of the heart muscle with depres- 
sion of its force and energy (Balfour). The recognition of 
a spurious type of angina pectoris (angina pectoris noiha — 
Latham) is regarded by Balfour as "a mark of ignorance 
rather than a refinement of diagnosis.'' Osier, while not 
commenting on the scientific relations of such a classifica- 
tion, says that it has * 'practical advantages which far out- 
weigh any theoretical objection." In consideration of the 
difficulty of identifying the two cardinal symptoms of true 
angina (dolor pectoris et angor animi) in some instances, and 
also, the occurrence of true angina without pain (angina sine 
do/ore— Gairdner), we must admit the force of the latter's 
position. Under the designation of pseudo-angina would 
come those cases described by Walshe, occurring in women 
and due to hysteria, neuralgia and spinal irritation; the var- 
ious toxic anginas, and the vaso-motor forms identified by 
Nothnagel. 

Angina pectoris vera usually occurs after the age of 
fifty (eighty per cent, of all cases occur after fifty— Quain). 
It is more frequent among the educated, well-to-do classes 
and is seldom met with in hospital practice. Professional 
men frequently develop angina pectoris vera. It is more 
common in men than in women (42 in 227 cases — Huchard). 
Some hereditary tendency toward angina pectoris is shown 
in families having a tendency to arterial degeneration, and 
it may be associated with gout, syphilis, diabetes, the weak- 
ened heart of post- febrile states, locomotor ataxia (Leyden), 
and emotional conditions may cause true (?) angina pectoris. 
While the aetiology of the disease is not identical with ar- 
terio-sslerosis it is so closely connected with degeneration 
of the coronary arteries that the true paroxysm is seldom 
found apart from that condition (Osier). 

The clinical history of angina pectoris is variable. The 
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paroxysms may recur every day or so, and within a few days 
or weeks develop a condition of asystolism (Vetat de mal 
angineux— Huchard); they may extend over a period of 
months or possibly years (the most common form); the 
first well marked paroxysm may be at once fatal, or sudden 
death may occur soon after the occurrence of a paroxysm 
and without any further manifestation of angina, as occurred 
in the following case: 

Mr. L., aged sixty-one years; business man. Previous 
history good. General condition excellent with the excep- 
tion of slight arterial sclerosis, though this was not more 
marked than is frequently found in men of his age. He had 
recently had some family and business troubles which 
had worried, but apparently not depressed him very 
much. I was called to his place of business about 
live o'clock, p. m., and found him very pale, with 
an anxious expression of countenance. He said he had a 
severe pain in his heart "a peculiar pain, as if the heart 
' was being squeezed to a pulp by some great force.'". The 
pulse was regular but rather weak. He was taken home in 
& carriage and given nitro-glycerine and morphine. By 
half past six o'clock he was quite comfortable. I called at 
eight o'clock and was told that he had just gone up stairs to 
his bed room. I followed him in about ten minutes and 
found him sitting in a chair, dead. He had but the one at- 
tack of pain. While the pain was severe he said he did 
not mind it so much as he did the awful sense of dying, 
which he seemed surprised at being unable to control, 4, for," 
said he," "I am not afraid." 

An attack of angina pectoris may be precipitated by the 
slightest exertion, in the recurrent form of the disease. 
Mental emotion, the effect of cold on the surface of the body, 
digestive disturbances, especially gastric or intestinal flatu- 
lence, may cause a paroxysm. Again, it may occur without 
any exciting cause being apparent. The chief symtoms of 
the attack are pain (dolor pectoris) and the mental anguish 
(angor animi). The pain may be of any degree of intensity 
and of varying character. It may be the chief symptom or 
may be subsidiary to the sense of torture. Again, there 
may be little or no actual pain (angina sine dolore — Gairdner). 
The pain may be in any part of the precordial area, sub- 
sternal (sternalgia), or in the scrobiculus cordis. It begin 
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suddenly and may end abruptly. The radiation of the pain 
is in the first to the fourth dorsal areas, or even to the ninth 
dorsal area, (Head.) It usually extends to the left shoulder 
aud arm, though it may extend to the sides or back of the 
chest, right shoulder and arm or remain stationary.* Areas 
of cutaneous hyperesthesia may be present about the chest 
(Mackenzie). Numbness, paralysis or spasm of the muscles 
of the left arm may follow an attack. The muscles in the 
hand which are supplied by the ulnar nerve may atrophy 
(Eichhorst). 

The mental anguish is often the most distressing symp- 
tom. It is indescribable and is generally present in severe 
cases. During the attack, the patient is unable or unwilling 
to move, the skin has a deadly, ashy pallor, is bathed in 
cold perspiration or may be, at first, deeply suffused or con- 
gested. The pulse is weak and feeble but is usually regu- 
lar during the attack, though it may be changed in rate and 
rhythm if myocardial disease be present. The respiration 
maj r be natural but usually is shallow, jerky or may be sus- 
pended at times during the severe pain of an acute attack 
Cheyne-Stokes respiration may be present between the at- 
tacks. Bronchial symptoms may accompany or follow an 
attack. Cardiac asthma may be present with an attack of 
angina and in vaso motor forms of angina sine do/ore may be 
regarded as symptomatic of the latter state. Dyspnoea is 
not a feature of true angina (Heberden), yet if the heart 
muscle be incompetent, any degree of dyspnoea may be pres- 
ent. Gastro- intestinal symptoms may be the most pronounced. 
Nausea, vomiting, flatulency, hiccough or gastralgia may 
be pronounced, as in the following case: 

Mr. B., aged sixty-one years; business man. Was 
troubled for several years with dyspepsia and was exceed- 
ingly careful about his diet, as the slightest indiscretion 
would bring on an attack of pain in the region of the stom- 
ach. During the last year has had three attacks of very severe 

♦The pain of angina has been attributed to cramp of the heart muscle; pressure 
in, and stretching of the heart cavities; arterial pain; neuralgia. Mussersays the 
pain is due in part to Increased intraventricular pressure and may disappear when 
dilatation supervenes. Bui four thinks the pain Is accounted for by relative or ac- 
tual ischa»mia of the heart muscl-, at times in connection with vaso-motor disturb- 
ances and lowered nerve function. 
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pain which came on suddenly and ceased abruptly, and was 
followed by marked depression. The pain did not radiate 
although there was some substernal pain. He was positive • 
as to its location in the stomach. The mental state during 
the attack did not seem to be prominent. He regarded his 
trouble as gastric in origin, though his physician assured 
me that the pain was undoubtedly anginal in nature. No 
evidence of physical change in the heart could be detected. 
Three months after my examination he had a severe attack 
in the evening on retiring and died in half an hour. There 
was a moderate degree of coronary sclerosis, also of inter- 
stitial myocarditis. 

There are many cases which do not manifest the cardi- 
nal symptoms of atypical attack of angina, and among these 
cases which do not present the more characteristic symp- 
toms wo will find certain more or less well marked types, 
such as syncope anginosa (Parry), in which there is faintness 
or temporary loss of consciousness; the Adams-Stokes syn- 
drome, characterized by vertigo and syncope, with slow 
pulse (may be as low as 5 10 per minute— Osier), and apo- 
plectiform attacks which may resemble syncope anginosa; 
angina pectoris sine do/ore (Gairdner), in which pain is subsid- 
iary to subjective sensations of distress (angor); and an 
asthmatic type in which cardiac asthma is the principal fea- 
ture. (Cardiac asthma is a vasomotor angina sine dolore— 
Balfour.)* 

The following interesting case, seen with Dr. P. C. Wells 
of this city, may be classed as syncope anginosa. I saw the 
patient on the evening of March 1st about an hour after his 
second attack of the evening. Dr. Wells, who had observed 
him closely during several of these attacks, furnished the 
following information. 

Mr. M., business man aged 55. For three years has 
had peculiar feelings in his head, would seem to lose him- 
self for a few minutes. These symptoms would occur at 

♦The terms cardiac asthma and cardiac dyspncea are now mu'ch used syn- 
onomously. The type of breathing in actual failure of the heart muscle (dys- 
pnoea) is different from that in sudden relative incompetence of the heart muscle 
from increased peripheral resistance (asthma) due to contraction of the arteri- 
oles. The latter is neurotic in nature, of sudden onset, and nocturnal in advent. 
The actual air hunger in either cassis due to the same cause— diminution of the 
alveolar capacity from dilatation of the pulmonary vessels and diminished elas- 
ticity of the lungs (von Ba*rhh 
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night at intervals of five of six months. For ten or twelve 
years has had headaches in back of head and frontal region. 
These headaches recur at intervals between the at- 
tacks of partial unconsciousness. In Nov. '96, had a severe 
attack of syncope.- Dr. Wells saw him after attack had sub- 
sided. His pulse tension was high, the pulse was regular 
but slow. About an hour after he had another attack, less 
severe and with but partial unconsciousness, after which 
the pulse was weak. On March 1st, '98 had a severe attack 
at seven o'clock in the evening while eating dinner (pre- 
vious seizures had all occurred late at night), he fell to the 
floor unconscious but recovered in a few minutes. This was 
followed by another severe attack at eight o'clock. The 
patient realizes for an instant that illness is coming on. In 
the severe attacks the pulse stops suddenly and cannot be 
felt at the wrist, nor can the heart's action be felt or heard. 
Unconsciousness occurrs at once with cessation of respira- 
tion. The pulse gradually returns in from fifteen to twenty- 
five seconds. Respiration gradually returns and is wheezing 
in character with bronchial rales. During the attack the 
surface of the body is very pale and bathed in cold perspira- 
tion. The principal factor apparent in producing an attack 
was the nervous state incident to business strain and physi- 
cal exhaustion. Direct physical exertion does not seem to 
produce the paroxysms. 

Pseudo-angina pectoris.— Without debating the ab- 
stract propriety of recognizing a false angina we may note 
that Walsh's classification is virtually adhered to by many. 
We observe many cases of cardiac pain in which the pain is 
the only symptom in which they resemble true angina. Mor- 
ison says that as far as angina is not associated with a dem- 
onstrable lesion and tends to get well, we may recognize a spu- 
rious angina. If we extend this idea somewhat it is no won- 
der that angina pectoris was regarded by some of the writers 
(Laennec) as so very common. According to Huchard 
the pseudo-anginas are due to neuralgia of the cardiac 
plexus from vaso motor neurosis or other causes. The 
chief distinguishing features of false angina are the inability 
to dem:>nstrate,or to reasonably infer, the presence of cardiac 
or coronary disease; the absence of the element of angor 
animi from the attack; the presence of various aetiological 
factors in the attack, of reflex origin; its more frequent oc- 
currence in women and in early life, and its non-fatality. 
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False argina pectoris is usually of neurotic or toxic origin. 
The neurotic form occurs in hysterical or neurasthenic indi- 
viduals, from the various reflex visceral irritations, or from 
vaso-motor disturbances. [Vaso motor disturbances are so 
common in all forms of angina pectoris that it is difficult to 
tell whether the vascular state has an actual or relative con- 
nection with the angina. The type described by Nothnagel, 
with primary vasoconstriction and secondary embarrassment 
of the heart, in which a general angeiospasm throws great 
strain on the left ventricle, js frequently met with. Douglas 
Powell claims that these cases constitute a large proportion 
of the cases of angina pectoris. The relation of vascular 
spasm to all forms of angina is an interesting question; 
whether the vaso motor symptoms of true angina are due to 
afferent impulses from the heart, or whether these vascular 
disturbances, as the primary factor in the production of an 
attack, add the last straw to a weak, improperly nourished 
heart, are debatable questions. The possibility of local cor- 
onary angeiospasm, must be considered in toxic and reflex 
cases.] 

The toxic anginas occur from the abuse of tea, coffee, 
tobaccoand from the various toxaemias. These causes, while 
usually resulting in disturbances of cardiac rhythm,may pro- 
duce severe angina. The rapid heart, irregularities, palpi- 
tations, uneasiness in the prsecordium, darting pains in the 
cardiac region or sense of oppression from tobacco dyspep- 
sia, are all common symptoms in those who use tobacco ex- 
cessively. Distinct anginal attacks from tobacco are rare 
Huchard describes three forms: A benign form due to to- 
bacco dyspepsia; a functional form due to coronary spasm; 
and an organic form due to organic contraction of the cor- 
onary arteries from nicotine arteriosclerosis. Balfour says 
that tea, tobacco, etc., cause angina by enfeebling the heart 
and causing relative ischsemia. 

The following case was one of pseudo-angina caused 
principally by tobacco: 

Dr. N., aged 59 years, of full habit, always healthy but 
troubled with fermentative dyspepsia, particularly if he 
used tobacco freely. He had never been a very heavy 
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smoker, and did not chew, but tobacco affected him badly. 
For last two years noticed distress about his heart If he 
smoked freely. During the last year has had four attacks of 
rather severe cardiac pain coming on in the evening after 
smoking. One attack, after a day of severe nervous strain, 
came on immediately as he began smoking. I saw him during 
his fifth attack. His face was slightly pale, pulse regular 
but feeble and of high tension. The pain was quite severe 
and radiated to the left shoulder and left side of the neck. 
The respiration was not affected. A morphine injection 
relieved the pain and brought the pulse up full and round. 
The patient is quite satisfied as .to the connection between 
the tobacco and the angina. 

The therapeutic management of angina pectoris is not as 
easy to formulate as it would be were our etiological and pa- 
thological classifications of the disease more clearly defined. 
Douglas Powell says that "these difficulties diminish when 
we recognize that there is a continuity in the phenomena 
presented to us for treatment from the slightest degree of 
introspective recognition of the cardiovascular mechanism, 
though the more distinct evidences of cardiac anxiety and 
distress in connection with the higher and more persistent 
grades of arterial tension to the paroxysmal attacks of acute 
breast pang associated with a veritable asthma of the blood 
vessels which may supervene in any case of the series; and 
this continuity is to be observed between the so-called false 
and true angina.'' ■ 

In the treatment of a paroxysm of true angina if gastric 
or intestinal distress has instituted the attack, as is very 
likely to be the case, we may give a saline cathartic, or ad- 
minister carminatives if there is distention from gas, in 
which case camphor, Hoffman's anodyne, capsicum, chlor- 
odyne (liquid or tablets), or in some cases bromide or bicar- 
bonate of sodium will be useful. For the relief of the pain, 
inhalations of chloroform or nitrite of amyl may be used 
until the slower remedies can act. Nitroglycerine may be 
used in doses of from 1 J to 6 V, of a grain, particularly if 
arterial sclerosis is marked. The best remedy for the pain 
is morphine hypodermically in one-quarter grain doses 
repeated in half an hour if necessary. (Bostwick reports a 
o-ood result in an obstinate case, from hydrobromate of 
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hyoscine, T s 5 of a grain given hypodermically — a rather large 
dose ordinarily). . In rapidly repeated attacks it may be 
necessary to keep a patient partly under the influence of 
morphine for some time. 

In a man aged 63, with marked arterial disease, enlarged 
heart, marked arrhythmia, constant dyspnoea, severe spells 
of cardiac asthma and frequent attacks of cardiac pain (Vetat 
de mal angineux), finally culminating with Cheyne Stokes 
respiration in asystolism and death, life was maintained 
and some measure of comfort afforded for several months, 
by continuous alternate dosing with i grain of morphine 
and j J a grain of nitroglycerine every two to four hours. 

Pawinski describes an exocardial angina associated 
with dry pericarditis, which is not amenable to treatment 
by the vaso-dilators and must be treated like pericarditis of 
rheumatic origin. It is characterized by pain at the middle 
or base of the sternum, epigastrium, or over the cardiac 
area. There is a to and-fro friction sound of pericarditis. 

The management of the patient with angina pectoris 
involveslrfirst of all surety of diagnoiis, for, to modify or 
sacrifice one's business prospects for what may prove to be 
a functional difficulty of no ^reat danger, will lay the phy- 
sician open to criticism. Again, failure to properly regu- 
late the patient's habits, may be fatal to him. This does not 
mean that every sufferer from angina pectoris must fold his 
hands and wait for death. There is no necebsity for idle- 
ness, for it affords no better prospect, nor indeed, even as 
good, as moderate employment of body and mind. All 
mental worry and strain must be avoided. Exercise must 
be taken with limitations which each patient must learn for 
himself. Diet is very important and the general rules of 
diet and hygiene which apply to the ataxic period of all 
cardiopathies are especially applicable here. Every patient 
should understand the effect on the vascular pressure and 
the heart, ofjmental and physical fatigue or of gastric dis- 
turbance in his particular case. 

Medicinally, all systemic conditions as gout, rheuma- 
tism, syphilis, diabetes, etc., should receive attention. Iu 
most cases we will use those remedies which improve the 
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tone and function of the arteries and heart, such as strych- 
nia, arsenic and the iodides. The lattor are particularly 
indicated when there is arterial sclerosis. They should be 
given for long periods in moderate doses (ten grains of 
potassium iodide, or five to eight of the iodide of sodium, 
thrice daily, more or less continuously for years). Full 
doses of strychnia (?\ — 5 V grain) should be given more or 
less continuously. When arterio-sclerosis is marked, con- 
tinued treatment with nitroglycerine (^ to -j-J^ grain) or 
nitrate of sodium (2 to 5 grains) may be advisable. For the 
syncope of anginal attacks we may use aromatic spirits of 
ammonia, brandy, whiskey, nitroglycerine, ether or cam- 
phor hypodermically. In some cases when the heart acts 
badly after consciousness has returned, digitalis is useful. 
In heart failure from angina, which does not respofid to 
ordinary methods, cardiocentesis may be employed to 
revive the heart (Osier). In pseudo-angina pectoris the 
treatment is symptomatic as far as medicines are concerned. 
Any functional conditions which react on the vascular sys- 
tem must be regulated. The cause of the angina must be 
discovered and removed if possible. The habits and asso- 
ciations of the individual may be changed with benefit. New 
associations, travel, change of climate, hydrotherapy, mas- 
sage, electricity, any or all of these methods as carried out 
at some good sanitarium, involving a change of scene and 
associations, may be of immense advantage. Morphine is 
best to relieve the attacks of angina in the neurasthenic 
forms, and nitroglycerine is of great use in the vaso-motor 
forms. 

Tachycardia. — Heart hurry is a symtomatic condition 
of various grades and origin. It is physiological in early 
life, a common symptom in the exhaustive period of febrile 
diseases, in anaemia, and occurs in many diseases of the 
heart and blood vessels. The term tachycardia is a relative 
one, but a persistent pulse rate of over 120 per minute may 
be termed tachycardia. In some forms of tachycardia, 
through the absence of the usual pause following diastole, 
there is equalization of the systole and diastole, the heart 
sounds are foetal-like and tic-tac in character (embryo* 
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cardia). Tachycardia may be of toxic or neurotic origin. 
Its cause may be a stimulation of the accelerators or a par- 
alysis of the inhibitory cardiac nerve. Balfour thinks 
that in nearly all cases of tachycardia, myocardial changes 
are present. Toxic tachycardia may be caused by tea, 
coffee or tobacco. (Praentzel thinks that tobacco causes 
changes in the musculo-motor and inhibitory centers of the 
heart, which effect is not dependent on the amount of 
nicotine). Belladonna and digitalis cause tachycardia by 
paralyzing the vagus. Pressure on the vagus by tumors 
may cause persistent and fatal tachycardia. Any neurosis, 
visceral disease or abnormality may cause .tachycardia. 
Persistent tachycardia may be due to toxaemia of gastro- 
intestinal origin (Thomson). ' 

Recently, I had under treatment a young man with a 
pulse rate of 160 per minute. This pulse rate had lasted 
for several months. His heart was healthy and the only 
thing wrong with him was some gas tro- intestinal trouble. 
He had attacks of dizziness or faintness with pallor of the 
surface of the body. Regulation of the diet with intestinal 
disinfection, reduced the pulse rate to 80 per minute within 
two months. 

In a young woman with some nervous trouble of an 
hysterical type and a continuous high temperature (100 to 
102) lasting for months, the pulse rate was from 120 to 140 
for over two years, but, with gradual improvement in the 
general condition, came down to 85 when patient was quiet. 

The tachycardia which is one of the cardinal symptoms 
of Graves' disease, usually partakes of the nature of palpi- 
tation, the heart's action being more or less distressing, 
which is not usually the case in tachycardia, as the patient 
seldom complains or even notices the heart's action unless 
suffering from some of the secondary results of continuous 
rapidity of the organ. 

In a young woman of 25 years, with exophthalmic goitre, 
chronic endocarditis with immense excentric hypertrophy 
of the left ventricle, aortic and mitral lesion, the heart rate 
was from 160 to 200 per minute for over two years that she 
was under observation, and her history extended over a 
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much longer period. She never complained of her heart 
and was not disturbed by it unless under great excitement 
or exertion she should develop palpitation. She married 
while under observation, had a miscarriage, made a good 
recovery and did not seem at all worse for her experience in 
this regard. 

Tachycardia is often a feature of mitral stenosis. Bal- 
four says that tachycardia may terminate in mitral stenosis 
and will disappear with the development of the latter con- 
dition. 

Paroxysmal tachycardia is a form of rapicj heart action 
(200 or more per minute)coming on suddenly without apparent 
cause and lasting a few hours ordays and terminating spon- 
taneously (Nothnagel). If the attack is short there are no 
symptoms except the tachycardia. If, however, the attack 
is prolonged for several days, there may be bloody sputum, 
the pulmonic and systemic circulation becomes involved. 
Dyspnoea, rapid breathing, cerebral symptoms, insomnia 
and delirium appear. The temperature is normal in short 
attacks but rises 1-3° C. in prolonged attacks (Bouveret). 
A favorable termination may occur suddenly. The pulse, 
after a few interruptions of rhythm with energetic contrac- 
tions, may fall from 200 to 70 beats per minute. The dura- 
tion of the affection is uncertain. It may extend over years. 
Each attack is liable to weaken the heart. The longer the 
duration of the attack the more unfavorable the prognosis. 
(Bristowe reports a case lasting five weeks, with recovery.) 
Mental and physical exhaustion seems to be the mosfpro- 
lific cause of the attacks. 

The treatment of simple or symptomatic tachycardia in- 
volves the management of whatever influence of toxic, neu- 
rasthenic or reflex factor which may act as a cause. These 
cases are troublesome and apt to relapse. The treatment of 
paroxysmal tachycardia is very unsatisfactory, General 
tonic treatment is necessary in anaemic cases. Hygienic and 
dietetic regulation are important. For the attack, morphine 
may be used in some cases. Digitalis is of doubtful value, 
but may be of service in some instances, Vasodilators are 
contra-indicated. Cupping or leeches may be of use where 
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there is pulmonary stasis. Bouveret believes that com- 
pression of the pneumogastric in the cervical region is of 
the most value. Electricity to the praecordium, vagus com- 
pression, and stimulants have produced slowing of the pulse 
(Brieger). Poulet recommends coronilia scorpioides, par- 
ticularly in cases associated with valvular disease. Balfour 
suggests an ether spray to the cervical spine or chloroform 
poultice over the prsecordiura. 

Bradycardia (pulms varus). The term bradycardia is ap- 
plied to a permanent form of slow pulse. This must be dis- 
tinguished from the so-called false bradycardia due to a 
varying number of hemosystolic actions of insufficient force 
to reach the radial arteries, the pulse assuming the form of 
the pulsus alternans, bigeminus or trigeminus. In the sph^g- 
mogram of false bradycardia there may be, half way down 
the long descending limb, a slight elevation just where the 
percussion wave of another pulsation should begin, while 
in true bradycardia the tracing has an anacrotic appearance. 
False bradycardia is a frequent form of the arrhythmia 
w T hich appears in the ataxic period of cardiac lesions. Slow 
pulse occurs from irritation of the vagus, paralysis of the 
sympathetic, disturbance of the cardiac centers, in the ex- 
haustion of convalescence, in meningitis from pressure on 
the brain, in jaundice from the toxic action of the biliary 
acids, in epilepsy, in colic, in stenosis of the aortic or mitral 
valves, in various degrees of coronary sclerosis, from injury 
of the cervical portion of the cord, and from the action of 
digitalis. Balfour thinks that slow pulse is not due to any 
cardiac lesion but to cervical inhibition acting through the 
accessory nerve, the possibility of an idioventricular 
rhythm from vagus inhibition arguing against the latter 
condition as a cause for slow pulse. Huchard thinks the 
majority of cases due to sclerosis of the coronary arteries 
and to a true bulbar ischaomia. Prentis, after analyzing 
ninety-six cases, concludes that slow pulse may be produced 
by disease or injury of the nerve centers; of the pneumo- 
gastric or sympathetic nerves; of the cardiac ganglia of the 
heart muscle; by the action of poisons or toxines. In view 
of the probable myogenic nature of the cardiac action the 
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pos^.ole ro.e played by the various toxices in causing the 
rr.y'hmic disturbances of the heart. is an interesting ques- 
tion, especially when we consider that no definite patho- 
;Og>;ai condition of either the heart muscle, arteries or ner- 
vosa mechanism can be constantly associated with abnpr- 
ma.ities of the hearts rhythm. 

Bradycardia is a relative term, as a pn.se of forty may 
be compatible with good health. Usually a poise rate under 
fifty may be termed a bradycardia. Slow pulse occurs more 
often in men than in women, and, while found in early life, 
it is more frequently an accompaniment to senility. The 
pulse rate may get as low as eight or ten per minute, though 
from twenty to thirty is a much more common rate for a 
permanently slow pulse. The patient does not appear to 
suffer in any way from the slew pulse unless it is accom- 
panied by some irregularity, as delirium cordis. Permanent 
slow pulse may last for a lifetime, or the pulse may become 
normal after months or years. Usually after a few years, 
epileptiform attacks occur and in one of these attacks the 
patient succumbs. 

The treatment of brady cardia is purely symptomatic. In 
cases associated with vascular sclerosis one may follow 
Huchard's advice and give nitroglycerine, or the iodides of 
potash or sodium. In false bradycardia, digitalis and other 
heart stimulants are indicated. In true bradycardia, digi- 
talis is permissible when the vascular tension is low and 
the pulse flat and ribbon like when it may be very useful. or, 
with muscular weakness and high tension, digitalis may 
be carefully used in connection with vaso dilators. 
Belladonna will increase the pulse rate, but should be used 
cautiously. Douglas Powell advises caffein in bradycardia 
with scanty urine. In those cases of bradycardia which 
are associated with myxoedema or which follow Graves* 
disease, influenza or diphtheria, the treatment is modified 
with reference to the previous or associated conditions. 

Cardiac arrhythmia.- There are many varieties of 
irregularity of the heart's action. In the majority of 
instances the irregularity is not of any special type and is 
an evidence of temporary disturbance of innervation or of 
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muscular inability, actual or relative. In some instances 
the irregularity will assume a definite form — a regular 
arrhythmia (allorrhythmia). In this way we have recog- 
nized types of pulse rhythm such as the pulsus alternans 
(two heart beats to one pulse, or second pulse is feeble); 
p. bigeminus (every third beat omitted); p. trigeminus 
(every fourth pulsation omitted), etc. The cause of arrhy- 
thmia may* rest in myocardial disease, or in non- synchronous 
contraction of the ventricles and auricles through vagus 
influences. Huchard recognizes three kinds of arrhythmia: 
myocardial, nervous, and mechanical. Arrhythmia may be 
of psychical, cerebral, nervous, toxic, reflex, or cardiopathic 
origin. The specific relations of arrhythmia are too numer- 
ous to be individually considered- There is an irregularity 
of senile life, coming on very gradually and without any 
disturbance, it is probably due to myocardial degeneration. 
Arrhythmia in infants is considered as indicative of serious 
nervous trouble by Richardson, and of myocardial disease 
by Balfour. 

Thpre are special forms of arrhythmic heart action 
which are worth a moment's separate consideration. 

Palpitation. By palpitation we mean a sufficient increase 
in the force and frequency of the heart to cause distress to 
the patient. The pulsation is regular, rapid and violent, 
and is accompanied by a throbbing of the larger arteries 
which does not extend to the smaller vessels. Palpitation 
is more apt to occur in young than in old people, and is sup- 
posed to be due to reflex inhibition of the vagus. Palpita- 
tion occurs most often in anaemic individuals, from reflex 
gastro-intestinal causes, emotional disturbances especially 
during the climacteric, and from many of the causes which 
also produce irregularity. [The rapid, forcible heart-action 
produced by exercise, particularly in anaemic persons, is 
very similar to palpitation but is produced by increased ac- 
tion of theaugmentor nerve, the radial pulse being increased 
in force and volume. Rest immediately relieves this condi- 
tion.] In some cases there seems to be an hereditary neu- 
rotic element in the causation. 

There is a recurrent form of palpitation directly or in- 
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directly associated with acute infectious diseases exhibiting 
a variety of symptoms in connection with the general nervous 
or vaso motor systems which Sansom calls * 'vagus storms." 
He thinks these symptoms due to "morbid change or recur- 
rent irritation of the nerve elements in the medulla oblon- 
gata and the spinal cord," and recommends Fowler's solution 
for their control. 

The treatment of palpitation is entirely symptomatic. 
In many cases sedation with sodium bromide and aconite is 
advisable. 

Tremor Cordis. There is a very interesting form of ir- 
regularity of the heart in which the heart, while beating in 
the usual rhythm, suddenly and without apparent cause, 
takes on a very rapid, tremulous, fluttering action which 
varies from a few rapid, incomplete systoles to j\ continuous 
tremor lasting ten or fifteen seconds and ending suddenly 
like an intermission of the pulse, with a forcible beat, the 
heart then resuming the usual rhythm. This form of arrhy- 
thmia may occur with an otherwise regular pulse or it may 
be associated with other forms of irregularity of the heart. 

Tremor cordis occurs at any time of life but is most 
common after middle age in persons with weak, dilated 
hearts, particularly in association with gastric disturbances 
or flatulence. Emotional disturbances do not seem to pro- 
duce tremor cordis. It occurs with apparently healthy 
hearts or in connection with any form of cardiac lesicn. 
During the tremor the pulse at the wrist may be impercep- 
tible, or a faint tremulousness of the artery may be felt. 
Palpation of the praecordium shows an indistinct trembling 
action of the heart. Faintness or syncope do not seom to 
accompany the change in the pulse rate. When tremor 
occurs in a heart which has been beating regularly, the pa- 
tient wjll be made aware of it by an uneasy sensation in the 
chest which may frighten him but which passes away with 
the cessation of the tremor. When tremor is incident to 
some more constant form of cardiac arrhythmia, the patient 
may be entirely unconscious of its occurrence.* 

♦Balfour thinks tremor cordis is due to vagus inhibition, gradual overfilling of 
the ventricles, sudden exercise of augnientor power emptying ventricles with forci- 
ble action allowing the heart to resume usual rhythm. 
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Delirium Cordis. Delirium cordis is an irregularity of 
the heart in which there is a number of rapid beats huddled 
together in inextricable confusion. This jumble of beats 
will end abruptly and be followed by a short silence, then 
one or two ordinary but forcible contractions, and 
then another series of delirious contractions in which first 
and second sounds are altogether confused and the pulse 
wave is a series of rapid percussion strokes of very great 
variation in force. The sphygmogram shows the remarka- 
ble variation in force of the radial pulse. This peculiar 
rhythm is supposed to be due to independent ventricular 
and auricular action. At times when the two coincide, the 
slow beats occur. 

* Delirium cordis occurs frequently in mitral stenosis and 
in dilated hearts of gouty origin, also in myocardial degen- 
erations associated with chronic rheumatic arthritis. It 
may occur merely as a temporary phenomenon or it may be 
a permanent affair. It is startling at times, to feel the pulse 
of a person who is well to all appearances and find 
it tumbling around with such remarkable irregularity, yet 
the subjective symptoms are unimportant though the subject 
is usually aware of the irregularity in the pulse. Delirium 
cordis sometimes appears during the paroxysm of bronchial 
asthma. It may occur when digitalis acts unfavorably or is 
not tolerated, and it is sometimes the herald of the approach 
of asystolisin. The treatment of delirium cordis includes 
careful diet, antarthritics, general tonics, antacids and iti 
some cases cardiac stimulants. 

Gallop Rhythm. This is a peculiar rhythm of the heart 
sounds which resembles the sounds produced by the hoofs 
of a galloping horse. There are three sounds to each heart 
action. In % true gallop rhythm two of these sounds are dias- 
tolic and- the first diastolic sound is accentuated (Fraentzel). 
Various descriptions have been given of the gallop rhythm. 
Traube described a "sort of gallop rhythm," and Potaln, 
Johnston and Barie described it as a reduplication of the 
first sound. Fraentzel's distinction as to the character of 
the rhythm is more in conformity with its clinical manifes- 
tations. He admits the doubtful nature of its development, 
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but assumes that it is due to weak heart action, reflux of 
blood in the two arterial tracts at different times with a cor- 
responding difference in the time of production of the second 
sound in the two arterial tracts. There must be some other 
causative element than weak heart, for gallop rhythm is not 
common in hearts that are merely weak. 

Gallop rhythm occurs in chronic nephritis (interstitial), 
in some of the so-called idiopathic cardiopathies, in acute 
and chronic anaemia, Addison's disease (Lagus, Fraentzel), 
typhoid fever (second or third week, indicative of heart 
failure) v pneumonia (at or about the crisis, a sign of impending 
collapse), typhus fever, diphtheria, acute rheumatism, acute 
milliary tuberculosis etc. Though gallop rhythm appears 
to be entirely independent of any demonstrable heart lesion, 
it is nevertheless an evidence of weakness of the heart, and 
in acute diseases, at least, is an indication for the exhibition 
of heart stimulants. 
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MEDICAL CLINIC— Service of Henry M. Lyman, 
M. D., Professor of the Principles and Practice of 
Medicine, Rush Medical College \ Chicago. 

Case I. Facial Paralysis.— Girl, aged 4 years. First 
noticed the trouble four weeks ago. It is the left side of 
the face that is affected. Watch the eyes and the face gen- 
erally while the child smiles, and the characteristics of the 
paralysis are at once more n6ticeable. You will see that the 
eyelids do not close completely; and this often leads to an 
inflammation of the conjunctiva, as particles of dust and 
irritating substances cannot be properly washed away by 
the natural action of the lids from the ocular surface. A 
patient suffering from facial paralysis should be cautioned 
on this point, and directed to frequently draw the upper lid 
down over the eye, thus accomplishing the normal intent. 
Then, also, protection should be afforded to the eye by a 
bandage, at least a portion of the time. 

The prognosis in the case of this child is favorable. The 
attack was not of the severe grade, and some progress to- 
ward recovery had already been made. In a mild case recov- 
ery will take place in from six to eight weeks; in a moderate 
case it will require about three months; and in a severe in- 
stance even a year will elapse before the patient is well again. 

Our treatment in this case consists in protection of the 
face from the cold air; the local application 'several times a 
day of soap liniment; and the internal administration of the 
syrup of the iodide of iron, five drops three times daily. 

Case II. Influenza.— Male, aged 43. Family history 
good; and personal history good until about a year ago. He 
says that he then had nervous chills following the use of 
cocaine to an inflamed tooth. Three months ago he had an 
attack of influenza with a gradual onset, there being head- 
ache, pains in the legs, cold feet, and general weakness. He 
had some fever and a chill every day or second day. He is 
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now very weak, languid and nervous, with transient general 
pains, and headache in the frontal and right temporal re- 
gions. There is some cough of a slight character. No other 
symptoms of malaria, find the patient is not confined to his 
bed. Now the fever, chilliness, general pains, and prostra- 
tion indicate a toxaemia of some form. The periodicity of 
chills need not necessarily mean malaria. While malarial 
intoxication very commonly indicates itself by some more or 
less definite periodicity; yet periodical attacks of chills and 
fever, with general pains and weakness does not, perforce, 
indicate malaria, nor necessarily a mixed infection. 

I have in mind the case of a young man who not long 
ago presented for a week or more a distinctly alternating 
daily chill and fever and then went into a typhoid, as proved 
later by WidaPs test. 

We have three varieties of influenza to deal with, or 
rather three different ways in which the same disease mani- 
fests itself. 

In the first class we have most of the symptoms confined 
to the respiratory mucous membrane. There is an irritation 
of the whole respiratory tract, with sneezing, coughing and 
perverted function. 

In the second class the gastrointestinal mucous mem- 
brane is especially and almost alone affected. Vomiting 
may occur, purging is frequent, and perverted action in the 
matter of digestion is prominent. 

Then, third, the nervous system may be concerned par- 
ticularly. Neuralgic pains will occur all over the body, and 
great nervous prostration will be manifest. 

This, you must remember, is a specific microbic disease, 
due to the entrance into the body of a very minute bacillus. 
The bacillus of the disease cannot always be found where the 
disease exists; but as it is a highly difficult bacillus to isolate 
it is probably our'f aulty technique or imperfect knowledge 
which so often negatives our seeking. In other words be- 
cause we cannot, or do not, find the specific cause of the dis- 
ease is no evidence, in this instance, that it is not present. 

How do we distinguish these different forms, andjattrib- 
ute them to the same cause? Experience has well shown 
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that under epidemic influence these forms occur and as they 
indicate and belong to no other disease, they have become 
recognized as different manifestations of the same specific 
influenza; we have learned that however varied the symptoms 
may be in different individuals there is one marked and char- 
acteristic phenomenon, namely intense prostration, a prostra- 
tion out of all correspondence with the other symptoms. It 
seems that there is a toxaemia with an especially depressing 
effect upon the nervous system, 

I am convinced that in this case we have the prolonged 
and pronounced influence of influenza upon the nervous 
system. 

Ifl general the prognosis in this disease is favorable, but 
recovery is apt many times to be exceedingly slow and may 
never be complete. 

The treatment is of a general and symptomatic charac- 
ter. The bowels should be maintained in a regular, normal 
condition, and the aloin, belladonna comp. pill is reliable for 
this purpose. 

The kidneys also should be assisted in the eliminating 
function. Here the mineral acids are of value. 

Bitter tonics are called for often, and the compound 
tincture of cinchona in drachm doses every four hours is 
beneficial. The comp. tincture of gentian is similarly used, 
and is less likely to constipate. The elixir instead of the 
compound tincture is somewhat more elegant. 

Iron is not always necessary though often of benefit. 
Where indicated the preparation known as iron by hydrogen 
(one to five grains), or the saccharated carbonate, in the case 
of children, (five to ten grains). 

If there is some diarrhoeal tendency the astringent iron 
preparations may be employed, as the sulphate, the per-sul- 
phate and the tincture of the acetate. 

Where the respiratory tract is much affected the com- 
pound tincture of benzoin is an excellent drug to use. Also 
the emulsion of the oil of turpentine (ten to fifteen drops 
every four hours) is beneficial. 

Remember, however, that time is required in all of these 
cases. They cannot be hurried, and the patient should be 
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warned that theeffectof hisdisease is likely to be prolonged. 
Where it is possible a change of climate is one of the best 
expedients. The warmth, dryness and purity of the atmos- 
phere of Southern California, and the higher poinds in the 
Carolinas and Alabama, is comforting and undoubtedly val- 
uable to these sufferers; and the effect of such change is not 
alone to the respiratory apparatus, but to the digestive and 
nervous systems as well. 

There is one more point I would strongly impress upon 
you, and that is, in these delayed cases always carefully 
watch the kidneys. You should make a urinalysis weekly 
while the patient is under your charge. 

Case III. Ccvebrdl Degeneration Following Traumatism. 
Man aged 32, unmarried. Father died at 84, and mother 
living at 78 years of age. Has brothers and sisters living 
and well. 

By occupation a railroad employe. Good health up to 
seven years ago, when in a railroad collision he was hurt 
about the head and face, the resulting scars now well show- 
ing at least the superficial extent of the injuries received. 
Since then he says the right eye has been weak, that is, he 
first noticed a failure in the right eye, which was progres- 
sive. The left eye later became affected, and for the past 
two years he has not been able to read ordinary print. 

Upon looking at his eyes an opacity of the cornea of the 
right eye is observed. There has evidently been an iritis 
of the left eye as iritic adhesions are seen. The accom- 
modative power of the eyes is poor, and the visual field is 
much narrowed. 

He has not been able to work any for the past two 
years; he complains of more or less pain in the head, and of 
some epigastric distress. There is no history of specific 
genital disease. There is marked general weakness and so- 
called nervousness. The patellar reflex is considerably in- 
creased; but no ankle-clonus can be determined. Thorax 
normal; abdomen tympanitic. Apex beat in normal location, 
though intensified in volume. Abdominal reflex is height- 
ened, the recti muscles being drawn tense upon attempts at 
palpation or percussion. He says he has lost flesh quite 
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rapidly during the past two years, weighing now about 
twenty pounds less than two years ago. 

Now let us review. Here is a man with a good family 
and personal history. He suffered a severe injury to the 
head seven years ago. There is no thoracic or abdominal 
disease apparent; but the nervous system is troubled. He 
has had gradual failure of vision, and loss of color sense. 
There is general trembling, and there are some general peri- 
pheral pains. Tne man has not been a teetotaler but has 
used no liquor of late years and but moderately before. We 
find no evidences of definite spinal lesion— no ataxia, no 
special muscular atrophy, and no paralysis. There is evi- 
dence of peripheral nerve weakness to be sure, but that does 
not indicate that the spinal cord is at all at fault. The 
spinal cord — the avenue of communication — may remain in- 
tact while the nerve centers and nerve terminations show 
fault. It is like the leaves of a tree withering and falling 
away because of a decaying influence at the fine yootlets 
thereof — the great trunk and branches carrying the influence 
from one extremity to the other, yet themselves remaining 
firm to all appearances. 

There is in this case, furthermore, no derangement of 
the functions of the bladder, an especially important point 
in the diagnosis and prognosis of actual spinal disease. 

A diagnosis of degenerative destruction of the central 
(cerebral) nerve cells, with no especial local lesion, may 
therefore be offered in this case, witn the previously men- 
tioned traumatism as the original exciting cause. 

In view of the past continued progress, and indeed, of 
the entire history of the case, the prognosis is unfavorable. 
The effect of such an injury to the brain, setting up slow 
degenerative processes, is very likely to continue and even- 
tuate in dementia. These instances are of much interest and 
importance from a medico-legal point of view. 

Not much effect from a course of treatment is to be ex- 
pected. The best internal remedies are iron, strychnia and 
phosphorus. Electricity may be tried. 
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A CLINICAL, LECTURE ON HERNIA.— By A. J. 
Ochsner, M. D., Surgeon-in- Chief of Augustana 
Hospital, Chicago. 

Case I. Umbilical Hernia. — This patient, Mrs. G. from 
Lornet, Kansas, gives the following history: She is 45 years 
of age, has healthy parents, and barring an intermittent light 
asthma, has always enjoyed good health until the birth of 
her child twenty years ago when her perineum and cervix 
were severely lacerated. She remained in bed only nine 
days and immediately upon arising felt severe dragging 
down pains in the lower portion of the abdomen and at the 
same time she noticed a prominence of the umbilicus. The 
patient also experienced a slight amount of pain in the lower 
portion of the back, which has increased very much during 
the past eight or ten years so that she has become more and 
more compelled to remain quiet. Being otherwise healthy, 
her weight, which is normally about 135 pounds, increased 
to 211 pounds. 

In the meantime the prominence in the region of the 
umbilicus has become much more pronounced so that you 
now see a mass as large as an orange with a pedicle about 
two inches in diameter. It is impossible to reduce this mass 
into the abdominal cavity. It is protected by only a very 
thin covering, consisting of skin, fascia and peritoneum. 
This is not movable over all parts of the swelling and we 
have consequently multiple adhesion between the sac of 
this umbilical hernia and its contents. 

The patient suffers from a dragging pain in this region 
and there seems to be a considerable obstruction to the passage 
of gas which may be due to dragging upon the transverse 
colon, or a portion of the colon may be attached by adhesions 
to the edge of the hernial opening. The symptoms are not 
sufficiently severe to warrant the supposition that the hernia 
contains intestines. We find omentum by far the most fre- 
quent contents of umbilical hernia; next in frequency, the 
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transverse colon; but any one of the abdominal organs, or 
several or all of them, may be found iu this form of her- 
nia. 

This patient came under our care six weeks ago. We 
gave her very vigorous preliminary treatment, which we al- 
ways practice in these patients before operating upon hernia, 
except in cases of strangulation. 

The patient is placed upon the following diet: 

Breakfast: Tea i ounces, milk 1 ounce, bread 1 ounce, 
legg. 

Dinner: Sour wine 4 ounces, lean beef 12 ounces, let- 
tuce 2 ounces. 

Supper: Sour wine 8 ounces, water 8 ounces, lean beef, 
mutton, chicken, or fish 5 ounces, and i ounce of bread. 

The patient is forbidden to drink anything for one hour 
before or after, or during, meals, except the amount given in 
the diet list, and then only very sparingly of equal parts of 
water and sour wine. % The three meals are taken at 8 A. M. 
and at 1 and 6 P. M. regularly. 

The patient is directed to take a comfortable walk morn- 
ing and afternoon of the first day, on the following day she. 
is to walk half a mile farther, and the same distance for a 
number of days until she feels able to increase the distance 
another half mile etc., in the meantime she also increases 
the speed. 

Iu the evening the patient takes as hot a bath as she can 
bear and remains in this as long as possible up to one hour, 
then the water is gradually cooled off until it is about 80° F, 
or lower, if the patient can bear it, before leaving it. In this 
way the patient loses in weight rapidly. The case before 
you has been reduced from 211 to 167 pounds and feels much 
more vigorous than she felt when we began this treatment. 

Much of the reduction in weight results from absorp- 
tion of fat from the abdominal walls and the omentum, which 
aids greatly in making the operation less difficult and the 
success more certain. We have succeeded in reducing the 
weight of a very obese woman more than one third during 
a period of nine weeks; leaving her well and strong and a 
very beautiful little woman of 155 pounds from a weight of 
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235 pounds. If a patient cannot walk we substitute massage 
for this with less rapid but equally satisfactory results. 

Operation: We begin with an incision along the base of 
the pedicle. It is usually easier to enter the sac at this 
point than over the center of the swelling. We cut between 
two pairs of dissecting forceps without the use of a director 
because this facilitates the work. It is now necessary to 
loosen all of the adhesions between the sac and tne hernial 
contents and also between the latter and the hernial ring. 
It is sometimes difficult to secure a starting point, but having 
accomplished this we progress rapidly until the entire mass 
is free. We work systematically around the mass clearing 
the distance entirely so far as we go. It is useless to pull 
and tear upon this mass; one must separate the tissues pre- 
cisely in the manner fallowed in separating adhesions any- 
where in the abdominal cavity. Whenever a vessel of con- 
siderable size is torn it is clamped with forceps. 

When the sac contains intestines it is necessary to be 
still more careful in order not to cause severe injury and if 
an abrasion occurs it is well to stop at once and close or cover 
it with a few Lembert sutures. 

We have now fully freed this tangled and adherent mass 
of omentum. It would not be wise to return this because it 
is spoiled for performing its physiological function by hav- 
ing been incarcerated in this hernial sac for years. 

We will consequently separate the pedicle into a number 
of parts and ligate each part with a catgut ligature tied suf- 
ficiently tight to occlude the blood-vessels but not enough to 
cut the tissues severely. It is necessary to leave a little 
space between the ligature and the colon in order to prevent 
its infringing upon the circulation of that organ. 

We let half an inch of stump project beyond the ligature 
when we sever the omentum, in order to prevent slipping. 
The stump is now dropped into the peritoneal cavity and a 
small pad of gauze is inserted to prevent the entrance of 
blood during the succeeding steps. We now separate, if 
possible, the peritoneum and transversalis fascia together 
from the outer layers of the abdominal wall. 

Unless the thinness of the tissues underneath the abdom- 
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inal fat indicates that it is impossible to find and expose the 
edges of the recti muscles we free the latter by making lat- 
eral incisions. 

We now insert a row of deep silkworm gut stitches 
grasping the skin; the aponeurosis of the external oblique 
muscle, and the rectus muscle on both sides not including 
the transversalis fascia and peritoneum. These stitches are 
placed three-fourths of an inch apart and are not tied until 
the last. We now suture the transversalis fascia and periton- 
eum separately with fine chromicized catgut always using 
a double strand because we can thus safely apply a continu- 
ous suture which has the decided advantage of having fewer 
knots besides being applied more rapidly. 

If one strand should give away the other one would 
surely prevent the wound from gaping. 

The line of suture is indicated by the form of the open- 
ing, the direction being chosen which promises the slightest 
amount of tension. Of course the pad is removed from the 
abdominal cavity before the wound is entirely closed. If the 
recti muscles have been exposed, as they were in this case, 
we apply a few fine catgut sutures to bring these in apposi- 
tion. Then another row of continuous chromicized catgut 
sutures is applied to the fascia of the external oblique, great 
care being taken to secure very accurate coaptation, because 
this is undoubtedly the most important structure. Great 
care is taken not to draw these stitches too tightly. 

We next tie the silkworm-gut sutures and apply a few 
stitches to secure accurate coaptation of the skin. 

Throughout the closure of this wound the greatest care 
is taken not to tie any of the stitches too tightly because 
this would surely result in pressure-necrosis and consequen 
failure to secure perfect healing. We now place a narrow 
strip of gauze over the wound and apply broad adhesive 
strips across the abdomen to prevent tension upon the 
stitches. These stitches rarely cut and they are left in plaoe 
at least two and preferably three weeks. 

In operating upon very obese patients in case of strangu- 
lation, we dissect out a mass of the abdominal fat for a dis- 
tance of four or five inches laterally from the incision and 
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two inches above and below in order to prevent the silk- 
worm-gut sutures from becoming loose upon absorption of 
the fat under pressure. In order to prevent an accumula- 
tion of oil or blood in the space thus formed an incision is 
made through the skin at the outer edge of this space on 
each side and a small drainage tube or a fold of gutta percha 
tissue is inserted in this space. In some instances we have 
obtained excellent results in these patients by placing the 
silkworm-gut sutures only through the fascia of the external 
oblique and the recti muscles and leaving the wound in the 
fat and skin open for three weeks and closing it with second- 
ary sutures after removing the silkworm-gut sutures. 

Case II. Left Inguinal Hernia Complicated with Urinary 
Obstruction due to Enlarged Prostate Gland. This patient is a 
robust man 81 years of age; married when 25 years of age; 
a widower past 18 years. Father of five healthy children. 
He has always been well and has worked hard at the 
tailors' trade until a few years ago. 

He has been a moderate drinker and has smoked almost 
constantly. His habits otherwise and his family history are 
good. 

About thirty years ago he acquired a left inguinal hernia 
during a severe paroxysm of sneezing. He was always 
able to retain this by means of a truss until a few months 
ago when it became strangulated. I was able to replace it 
by means of taxis but it has shown a great tendency to be- 
come strangulated, which together with the presence of 
this enormous hydrocele has induced him to seek relief by 
means of an operation. His prostate is as large as an orange 
and he has difficulty in evacuating his bladder, and the pres- 
sure which he uses seems to increase the size of his hernia. 

In operating upon this patient we make an incision over 
the hernial sac, which is empty because the patient has been 
in bed for ten days, we draw the testicle out of the scrotum 
and readily dissect out the tissues of the cord and the sac of 
the hernia together. When the vas deferens is separate 
from the remaining structures of the cord it is ligated high 
enough to permit it to retract into the abdominal cavity 
when it is severed. 
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Then the vessels are separated from the sac and li gated 
with catgut and severed. Next the sac is dissected up to a 
point within the, Abdominal cavity. Now the foot of the 
table is elevated in order to place the patient in the Trendel- 
enburg position, in order to cause the abdominal contents to 
retract from the vicinity of the operation. If there is any 
doubt concerning the empty condition of the sac it is first 
opened and inspected then it is li gated with catgut, severed 
half an inch beyond this ligature and permitted to retract 
into the abdominal cavity. The testicle, together with the 
hydrocele is now rapidly dissected out by separating it from 
the surrounding tissues bluntly with the finger. This leaves 
the inguinial canal, as well as the left side of scrotum per- 
fectly empty. It is rapidly closed by means of a deep, con- 
tinuous, burried suture of chromicized catgut, double 
strands being used. The skin is sutured with a row of su- 
perficial stitches. 

We usually open the hernial sac and withdraw any pro- 
jecting omentum precisely in the manner demonstrated in 
Case I, but in this instance the hernia contained loops of 
intestines whenever I examined the patient, who has been 
under my care for a long time, consequently we omitted 
this step. In many of these cases we simply resect the 
spermatic cord because this also has a tendency to overcome 
the prostatic hypertrophy, and at the same time it enables 
one to make a very firm closure of the inguinal canal. In 
this manner we secure a great reduction in the amount of 
intra abdominal pressure during the evacuation of the blad- 
der and the bowels. 

Case III. Double Inguinal Hernia. This little patient, 
a boy six years of age, comes to us with quite a typical his- 
tory. When an infant he suffered from double, congenital, 
inguinal hernias. These disappeared spontaneously, and 
when two years old the child was supposed to be perfectly 
well. In the autumn, four years ago, he acquired a severe 
cough which continued all winter. By spring the patient 
had again forced open both inguinal canals as a result of 
his cough. A truss was applied, and during the summer 
the hernias became less and less pronounced, but with the 
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first cold weather his cough returned and with it the hernias 
became worse. The same course has now been repeated for 
the fourth time Two weeks ago a truss with rather severe 
springs was applied, and as a result of this we find a severe 
congestion in the region of both inguinal canals. Yesterday 
he forced out both hernise and they have remained down 
ever since. The child is very wilJf ul and the mother cannot 
keep him in the recumbent position, hence it would be im- 
possible to prevent the herniae from protruding even if 
they could be reduced, which has been impossible as yet, 
although a number of rather vigorous attempts were made 
by the family physician. 

We also find that the child is suffering from phymosis, 
a condition which is undoubtedly responsible for a large 
proportion of cases of hernia in boys. 

We will employ the same treatment in this case which 
we invariably employ in young boys, unless the hernia is 
irreducible on account of adhesions or strangulation, and 
which has resulted in the permanent cure of a very large 
number of patients. 

We will remove the causes of this hernia and will then 
undoubtedly obtain a spontaneous and a permanent cure. 
The child will be anaesthetized, the herniae reduced, circum- 
cision will be performed, and the child will be placed in bed 
with the foot elevated 40°. We will then relieve the child's 
cough. The mother will be taught how to care for her child 
so that this cough will not recur next autumn, and in case it 
should appear, notwithstanding these precautions, the child 
is to be placed in bed at once with the foot of the bed ele- 
vated so that the inguinal canal will not be dilated again. 

The patient will be kept in bed with the foot elevated 
night and day for six weeks. At the iend of this time the 
inguinal canals will be closed and he wiil be well. Should 
there still be a slight protrusion, which is not at all likely, 
a very light truss will be applied. 

I speak so positively regarding this treatment because 
we have tried it in a large number of cases and always with 
success. 

It must be remembered, however, that this plan must 
actually be carried out. Should we perform circumcision and 
send the child home within a week or two, our treatment 
would surely fail because the patient would be up part of 
the time, would probably be permitted to become consti- 
pated and would not retain the proper position even while 
in bed. Of course we can control all of these conditions 
while we have him here under direct supervision. 
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HVH DA 7AIM P (3 ° volume8 P«served 
111 M^tWJM^KJL^tL^ aqueous solution cf H,O a ) 

IS THE MOST POWERFUL ANTISEPTIC AND PUS DEST3C7EBL 
HARMLESS STIMULANT TO HEALTHY GRANULATIONS. 

VJ L* I vU/^ V/ lN Cf combined with Ozone) 
b 19 THE MOST POWERFUL HEALING AGENT KNOWN. 
These Remedies cure all Diseases caused by Germs. 
Successfully u-ed in the treatment of Chronic and Acute Ulcers (Specific or not), 
SKIN DISEASES, ECZEHA, PSORIASIS, SALT RHEUfl, ITCH, 

BARBER'S ITCH, POISONING IVY, ACNE, Etc. 
Hvdrozone, applied to any open diseased surface, destroys the pus, leaving the tissue* 
beneath in a healthy condition. Then GlyCOZOiie, being applied to the clean surface, 
stimulates healthy granulations and heals the sore. 

Inflammatory and Purulent Diseases of the Ear. Otitis Media, Etc. 
By means of a glass syringe, inject Hydrozone, either full strength or diluted, ana 
complete the dressing with a small roll of cotton well impregnated with Olycozone. 
Send for free 240-page book "Treatment of Diseases caused by Germs* containing 
reprints of 120 scientific articles by leading contributors to medical literature. 
Physicians remitting 50 cents will receive one complimentary sample of each, Hydrozone and 
"Olycozone 1 ' by express, charges prepaid. 
Hydrozone is put up only in extra small, small, Pbepabbd only by 

medium and large size bottles hearing a red label, 
white letters, gold and blue border with my signature. 
Glycozouc is put u» ohly in 4-oz., 8-oz. and 
16-oz. bottles bearing a ve.low label, white and black 

letters, red and blue border with my signature. _ „ _____ 

Marchand's Eye Balaam cures all inflamma- c/ifmUlt and Qraduait ^ ^ „ BcoU Cenir *u 

tory and contagious diseases of the eyes. den Arts et Manufactures ae Paris " (JtYancej. 

Charles Marchand, 28 Prince St., New York. 

<5oM bv leadin? Druggists. Avoid imitations. E5F* M/ntJo» this Pafc^icatf on. 

^^■^"^N^^ammi^^i^m^^ ^g^^^^pK ^imm^^r^^ia^m^ ^g^^^^pK ^■^■^0* 

* Predigested Beef - 

is the basis of Armour's Nutrient Wine 

Of Beef Peptone— a preparation which 
presents the entire digestible substance of prime, 
lean beef in a form requiring no effort of the 
digestive organs to render it diffusible. 
Nutrient Wine is more of a food than a stimulant and 
is invaluable in the treatment of Typhoid Fever, 
Phthisis, Cancer, Ulceration of the Stomach, or 
any disease accompanied by faulty or insuffis 
cient nutrition. 
Put up in pint bottles that retail at $100, 

L Armour & Company, Chicago. * 
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SUPERIOR TO PEPSIN OF THE HOC 

y ^ "T" S~*\ "T" "T" "T "T" T "T "K T* A Powder-Prescribed in the 

I I \l I -y- I I I \# I I \J same manner, doseft and 

JL JL N VwJ I J V-y V JL J. N combinations as pepsin. 

A SPECIFIC FOR VOIfllTING IN CiKSTATIOIV IN DOSESof lO to SO Grains 



WM. R. WARNER 6. CO.'S PILLS 

—ARE- 
SOLUBLE, POTENT, PERMANENT, RELIABLE 

being prepared from pure drugs In a scientific manner. The coating (sugar or gelatin > hermeti- 
cally seals and protects the contents Indefinitely and upon Ingestion of the pills. the coating dis- 
solves In a few minutes, thus lllierating Its Ingredients In a condition favoring rapid assimilation. 



Ingluvin Comp. Digestive. 

(Uncoated lent I form) Per 100. f 1.50 

Med. prop. — Ant Idyspeptic. Corrects 

nausea and constipation. 
Tngluvln. 3 grs. A loin, 1-20 gr. 

Nuc. Vom.. 1-5 gr. Gingerlne, 1-10 gr. 

Ingluvin et Nuc. Vom. 

(Gelatin only) Per 100, 11.50 

Ingluvin. 3 grs. 

Ext. Nuc. Vom.. 1-16 gr. 

Ol. Res. Ginger, 1-16 gr. 

Ingluvin et Cerium Comp. 

/Gelatin only) Per 100, $1.80 

Ingluvin, 3 grs. 

Oxalate Cerium, 2 grs. 

Bis. Sub. Nit., 2 grs. 

Ext. Nuc- Vom., 1-20 gr. . 
Ingluvin et Gentian. 

(Gelatin only) Per 100, |2.00 

Ingluvin, 5 grs. 
Ext. Gentian, 1 gr. 

PIL. SUMBUL COMP. 

(Wm. R. Warner & Co.) 

Ext. Sumhul, 1 gr. Ferrl Suiph. Exs. 1 gr. 

Assafetida, 2 gr. Ac. Arsenious, 1-40 gr. 

Dr. Goodell says: ' I use this pill for nervous 
and hysterical women who need building up." 

This pill Is used with advantage In neuras- 
thenic conditions in conjunction witli Warner 
& Co.'s Bromo Soda, one or two three times a 
day. Per 100. 31.00. 

PIL. CASCARA CATHARTIC. 

Warner* Co. Dr. II Inkle. 

Each containing: 

Casearin, H gr. Belladonna, }* gr. 

Aloln. ^ gr. Strychnine, 1-00 gr. 

Podophyl, 1-6 gr. Gingerlne, l u gr. 

Dose, 1 to 2 pills. 



PIL. PERISTALTIC. 

(Wm. R. Warner & Co.) 

Each containing: 

Aloln. H gr. Strychnine. 1-60 gr. 

Ex. Belladon., l « gr. Ipecac. 1-16 gr. 

Dose. 1 to 2 rills. Per 100, 40 cents. 



PIL. PERISTALTIC. (Mercurial). 
Aloln. H gr. Strychnine, 1-60 gr. 

Kx. Belladon., '« gr. Ipecac. 1-16 gr. 
Calomel. 1-10 gr. 
Per 100. 50 cents. 
Especially serviceable in the hard conditions 
of the bowels and torpidity of the liver usual 
In connection with piles. This pill will produce 
free and copious evacuations, and render in- 
valuable service when indicated. 



LllH'rtv. Ohio. June 9. 1*07. 
Messrs. Wm. R. Warner & Co.. Philadelphia. 

Gentlemen: Last winter I unearthed u small 
vial of your Aloln Grannies that by chance hud 
been stowed away for ttrt>lvt> years. Having 
always used your A loin Granules in my prac- 
tice I of course used these and as far as I could 
determine thry were as efficient as the day they 
mere made. I tried them on myself several 
times, willi results as irood as could Im» wished 
for. \ have kept a few as a curiosity. They 
are O.K. Vouis truly. .1. II. ADAIR. 



PIL. ARTHROSIA. 
(Wm. It. Warner & Co.) 
For the cure of rheumatism and rheumatic 
gout. 

Formula.— Acid Sulicyllcum. Reslna Podo- 
phyllum, Quinla, Ext. Colchlcum, Ext. Phyto- 
lacca, Capsicum 

Almost a specific In rheumatism and gouty 
affections. Per 100. 60 cents. 



PIL. DIGK8TIVA 
(Wm. R. Warner & Co.) 
A Valuable Aid to Digestion 
Pepsin Cone' t. 1 gr. Gingerlne, 1-16 gr. 

Pnl. Nuc. Vom.. '4 gr Sulphur. 4 gr. 

This combination Is very useful in relieving 
various forms of dyspepsia and indlge*tion, 
and will afford permanent iKMiefit in cases of 
enfeebled digestion, where the gastric jtilc«*> 
are not properly secreted. 

As a dinner pill. PH. Digest iva is unequalled 
and may betaken in doses of a single nill either 
before or after eating. Per 100, 00 cents 

PIL. ANTISEPTIC. 

(Wm. R. Warner & Co.) 
Sulphite Soda, I gr. Salicylic Acid. 1 gr. 

Ext. Nuc. Vom.. '* gr. Dose. 1 to 3 pills. 

I'll. Antiseptic Is prescribed with great ad- 
vantage in cases of dyspepsia attended with 
enfeebled digestion following excessive Indul- 
gence in eating or drinking. It Is used with 
advantage in rheumatism. Per 100, 55 cents. 



PIL. ANTISEPHC COMP. 

(Wm. R. Warner* Co.) 
Sulpli. Soda. I gr. Salicylic Acid. 1 gr. 

Ext. Nuc. Vom , ' B gr. Pow. Capsicum, 1-I0gr. 
Concentrated Pepsin. 1 gr. 
Dose, 1 to :* pills. Per ion, 55 cents. 

I'll Antiseptic Cornp. Is prescribed with great 
advantage In cases of dyspepsia, Indigestion 
and mal-a^slmilation of food. 



Philadelphia, 
New York. 



WM. R. WARNER & CO. 



Chicago, 
London. 
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Touching the matter of age incidence in typhoid fever, 
it develops from carefully gathered statistics that it is not 
as rare in advanced age and in after life as we have been in 
the habit of thinking. Taking the total number of deaths 
from typhoid in New York City for the ten years ending 
with Dec. 31, 1896, amounting to 3,644, and we find 11.3 per 
cent occurring between the forty-fifth and sixty-fifth years 
of life, and 2.6 per cent, occurring in persons above sixty-five 
years of age. 

* * 

It should be remembered that boric acid, which is so 
extensively used in antiseptic dressings, and enjoys pop- 
ularity because it is non- irritating— as commonly employed 
— and inodorous, is not after all very powerful as an anti- 
septic. It is weak in this respect compared with carbolic 
acid and corrosive sublimate; but it possesses quite as much 
virtue as creolin, salicylic acid and eucalyptus. A saturated 
solution of boric acid contains one part of the drug to 
twenty-six of water; but a much stronger solution (one part 
to three) can be obtained by using hot water in place of 

cold. Lister has the credit of firstintroducingthisantiseptic. 

* 

♦ ♦ 

In the flunterian Lectures on the Surgery of the Kidney, 
delivered at the Royal College of Surgeons of England, by 
Henry Morris, P. R. C. S. and which go critically into the 
history of the subject, Prof. Christian Penger, of Chicago, 
is given due credit for performing the first successful ure- 
terotomy for a valvular obstruction of the ureter. The 
particular operation was done twice in 1892 by Penger, and 

the results and technique then announced. 

* 

It seems that the end of the chloroform — ether contro- 
versy is yet in the distance, notwithstanding that a change 
of sentiment is no doubt slowly taking place. One indica- 
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tion of the change may be gathered from the fact recently 
pointed out in the experience of the London Hospital during 
1897 where it is stated that out of 6,657 cases anaesthetized 
in only 677 was chloroform used. This is a decided change 
from the course pursued in the same institution several 
years ago, when chloroform was in more or less constant 
use. 

♦ ♦ 
Dr, Henry S. Fry, of Washington, D. C. , has success- 
fully employed, and now recommends — Am. Jour. Obs., 
April — hypodermatic injections of strychnia (one two-hun- 
dreth of a grain) in cases of asphyxia neonatorum. 
Every practitioner has learned for himself, by bedside 
experience, the positive importance of perseverance in 
efforts to resuscitate a still-born infant in which recent 
evidences of life were manifest. The excitation of the 
skin reflexes; the inversion of the body; the alternate hot 
and cold immersions, and the employment of artificial res- 
piration are all well known and highly valuable means, and 
many an infant has been made to live by an intelligent and 
persevering resort to these means when first appearances 
indicated hopelessness. The power of viability of the new- 
born infant is stronger than commonly supposed, and in a 
great many instances the infant is in a state of suspended 
animation rather than devitalization. It may be called 
shock, if you please, for such indeed it no doubt is. This 
is the position assumed by the writer above named who says: 
"The infant must be treated as if it were in a condition of 
shock, whi';h indeed is the case. Rough measures will only 
extinguish the spark of life. The indications are, first, to 
apply external heat. This is best done by immersion in 
in water at a temperature of 100° P. Second, stimulate the 
respiratory center, the flagging circulation, the paralyzed 
muscular system, and abolished reflexes." And this is just 
where the value of the quick administration of so powerful 
a drug as strychnia comes into effect. Pry continues: "It 
is our mosiv powerful remedy in surgical shock; it should be 

equally valuable in the grave form of asphyxia neonatorum.' 

* 
* * 
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Prof. P. G. Novy, of the University of Michigan, ap- 
pointed especially by the Michigan State Board of Health 
to investigate into the efficiency and relative value of various 
kinds of room disinfectants, has rendered a report outlining 
a large number of experiments with different agents and 
their effects upon various disease germs placed in a room 
containing 1,000 cubic feet of air space. Prof. Novy found 
that when 150 c. c. of commercial 40 per cent, formalin were 
distilled into a room containing 1,000 cubic feet of air space, 
all moist germs of disease were effectually destroyed. He 
furthermore reported that a simple apparatus could be con- 
structed for distilling the formalin outside of the room to 
be disinfected, and the passing of same through a key hole, 
or other small opening, so as to permit of a careful control 
of the disinfecting process, and obviate the danger of fire-- 

which has many times occurred during sulphur disinfection. 

* 
• * 

44 Pive-and-twenty years ago if an accoucheur was called 
to a patient in early pregnancy who was collapsed and mori- 
bund, he might, and probably would, have diagnosed the ex- 
istence of a ruptured tubal foetation with intra peritoneal 
haemorrhage, but he would have had to stand helplessly by 
and see his patient die. Now he would without hesitation 
operate, with a fair chance of snatching his patient from the 
jaws of death, and of adding one more to the many cases 
which have thus been successfully treated."— Playfair: 
Recent Address on the Progress of Obstetrics and Gyncecoloyy. 

* 
The conditions under which a young physician com- 
mences business in a large city are at first not apt to be 
inspiring. His sign bears the name which his parents gave 
him with the letters k •Dr." attached to it, which too often 
might soon as well be read "debtor." His next door neigh- 
bor very likely for months, if not for years, may not know 
or care anything more about him than if the single wall 
which separated them was the Atlantic. As the weeks and 
months go on the young doctor usually has ample time 'or 
reflection. He may then say to himself, "It is all very well 
that I have chosen a profession which affords much material 
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of scion tific interest, but science alone pays neither rent, 
nor board bills nor any other bills." When he also walks 
through streets of fine residences he may lament their in- 
mates' total ignorance of what an able physician is passing 
their doors; but how can this be helped, or how can he, 
under the conventional, but excellent rules of his profession 
get any business at all which will enable him to escape 
what has been termed, "the ignoble melancholy of insuffi- 
cient means?" — Thomson. 

* 

* * 

The plague in India not only still exists, but is getting 
worse in spite of all that has been undertaken toward its 
suppression. It is reported that during one day recently 265 
deaths occurred in the city of Bombay from plague alone. 

"His boundless and contagious enthusiasm, his com- 
manding personality, that indefinite something about him 
which men call 'genius,' his sweet and lovable disposition, 
which made him never see anything but good in others who 
would admit no good in him, combined to make of him a 
leader and a teacher such as I have never seen equalled in 
the past and never expect to see in the future. His enthusi- 
astic study of all advances in his favorite pursuits, and the 
energy and zeal with which he advocated new methods and 
treatments, many of which have passed into the limbo of 
things that are justly forgotten, founded a school of disci- 
ples who have since worked hard at subjects which before 
his time were almost completely neglected." — Said of Sir 
James Simpson recently by Prof. W S. Playfair. 

* . 

* * 

Dr. A. C. Bernays, of St. Louis, in an interesting report 
entitled "My Recent Work in Appendicectomy" {Med. Rec, 
Apr. 2) states that he has operated upon 81 cases since May 
15th, 1896, with but one death— the seventy-second patient 
in the consecutive series. In referring to the aetiology of 
appendicitis, and the influence of foreign bodies therein, this 
operator says: 44 I may say that' I have found a foreign body 
in only two cases. In one it was a piece of solder; in the 
other the fragment of an oyster shell. I doubt very much 
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whether or not these substances were aetiological factors. 
Sometimes the faecal concretions have a striking resem- 
blance to a seed of some fruit, but I have never found con- 
clusive evidence that seeds are the nuclei for these faecal 
formations. By chemical analysis, however, I have frequent- 
ly found bismuth and mercury in these concretions, and 
have entertained the idea that the administration of these 
heavy substances may prove to be a factor in their forma- 
tion." 

Of course this operator is enthusiastic upon the point 
of "surgical interference" in appendicitis. Such results as 
he has had would warrant no other conviction. The one 
case out of the eighty-one consecutive instances that re- 
sulted unfavorably ia reported to have been anything but 
an encouraging one for operation — a case of chronic appen- 
dicitis and long standing suppuration, general emaciation, 
and pronounced physical debility. If this case was to be 
cast out of the enumeration, see what a showing there would . 
be! And even with one fatal case in eighty one unselected 
operations the -author of the report is led to exclaim, in 
maintenance of the surgeon's position — "I believe that when 
it comes squarely to the consciousness of the general prac- 
titioner that modern surgery in the hand of experienced op- 
erators can cure seventy cases of acute suppurative appen- 
dicitis in succession, without selection of cases, all other 
methods of treatment must be abandoned. And when it is 
further stated that the average time of confinemeut to the 
bed is less than three weeks, all room for discussion seems 
to vanish." 

As to tne time of operating, that other point on which 
there has been so much discussion and so much darkness in 
the case of the general practitioner, we find these concise 
words — "I favor operating in every case during the acute 
stage, and as soon as the diagnosis of appendicitis is made. 
This must be understood to mean that if a patient has passed 
through an attack of acute appendicitis without losing his 
or her life under the expectant treatment, I would not urge 
an operation until a second attack comes on. It is by no 
means certain that a second attack will ever come on, but, if 
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it does come on, then I wonld most strenuously urge an im- 
mediate radical operation." 

Granting that the general practitioner is to accept this 
advice, and summon a surgeon at once in every instance in 
which he feels reasonably certain of appendicitis, it is well 
for him to have a guide as to what the treatment should be 
pending the arrival of surgical help. This is a matter of 
much concern both to patient and attending physician, and 
has not been sufficiently enlarged upon. To be sure, in a 
general way every practitioner knows how to proceed in the 
preparation of a patient for a possible surgical operation 
and it may seem superfluous to revert to this matter. It is 
not, however, so. Assurance may be made doubly sure by 
a little reiteration of known procedures. Upon this subject 
Bernays says: * 'After the diagnosis has been made and the 
operation determined upon, I recommend the following 
management: The attending physician will order total ab- 
stinence from food or drink; he will order, or himself ad- 
minister, copious injections of warm water into the colon, 
with a view of evacuating the contents of the bowel before 
the operation. I have never seen bad results follow the ad- 
ministration of calomel in broken doses or even the use of 
salts, and, if it were not for some theoretical considerations, 
I would recommend the administration of salts in every case 
in which it has been decided to operate. Theoretically, it 
might possibly be expected that in the case of a gangrenous 
perforation the patient might be purged into his own ab- 
dominal cavity, though practically, i. c, mechanically — this 
seems to me very improbable indeed. I would consider the 
administration of purgatives perfectly safe in all cases after 
the lapse of forty-eight hours, because occlusive adhesions 
will have formed pretty securely by that time. The patient- 
must assume the recumbent position in bed, and a moist an- 
tiseptic pack must be applied over the entire abdomen and 
left in situ until the surgeon arrives, be that two hours or 
twelve hours or longer. The belly should be soaped and 
shaved, even in hairless children, before the pack is applied, 
in order to allow the antiseptic solution more thoroughly to 
penetrate the epidermis." 
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Prof. W. S. Playfair, the distinguished obstetrician and 
author of a well-known textbook upon which thousands of 
students all over the world have depended for light in ob- 
stetric darkness, has recently retired from King's College 
Hospital, London, after a continuous service of thirty five 

years. 

* 

* * 

The announcement is now given out that a positive 
anti venonous serum has been found, and that experimenta- 
tion having shown that all snake poison is of the same, or 
very similar, nature, the one antitoxic serum acts antido- 
tally in all cases of snake-bite. A mighty boon to the human 
race will have been discovered if this claim proves to be 

well founded. 

* 

* * 

As a result of the critical observation of the effect of 
quinine (three ten. grain doses at half -hour intervals) in one 
hundred cases of labor, Dr. L. J. Hammond, of Philadelphia, 
is convinced that its use is distinctly beneficial in the matter 
of overcoming general muscular atony and so-called uterine 
inertia. While the cases observed all belonged to the lower 
walks of life, and inhabited the most unsanitary, and prob- 
ably malarious, districts of Philadelphia; yet aside from 
any benefit of anti-malarial nature, the tonic influence upon 
the general muscular fibres must be accorded credit. With 
but a few exceptions all of the cases showed both an increase 
in the length and force of the labor contractions. If quinine 
thus exhibited in the early stage of labor is so positive and 
potent to strengthen and abbreviate the same; then, of 
course, and in this debilitated and atonic class of cases, must 
such an influence be really far-reaching, for whatever en- 
ables a worn out women to get safely and well through a 
labor, renders her less likely to infection, and more capable 

of affording due and proper maternal succor to her offspring. 

* 

* * 

A correspondent of the Am. Gyn. and Obs. Jour., writing 
from Berlin lately says that the clinics are already full of 
eager students from all over the world, but particularly 
from this country, which, next to Germany itself, furnishes 
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by far the largest proportion of students. The matricula- 
tion at the various institutions was never so large as at 
present. The writer says: "These Americans can be seen 
everywhere, in all the clinics, in all departments. But the 
specialty in which they are most interested is gynaecology. 
It is appalling the number of would-be gynaecologists there 
are here — a small army being trained to ransack the femin- 
ine world. If each of these men expects to go back to his 
portion of America and do half the number of operations a 
week as are done by a professor here in that time, and if 
each year sees the same ratio of increase in the number of 
gynaecological students, the time is not far distant when 
there will not be a woman left in America with a pair of 
ovaries. Surely, woman nowadays cannot complain that 
she is not well taken care of and much thought of. Whereas 
in other days knights of the lance fought for the honor of 
defending her from outward foes, nowadays knights of the 
lancet are competing with one another for the glory of sav- 
ing her from inward foes — from the captivity of* her own 
organs." 
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A CLINICAL TEXT-BOOK OF SURGICAL DIAGNOSJS AND 
TREATMENT. FOR PRACTITIONERS OF SURGERY AND 
MEDICINE. By J. W. Macdonald, M. D., Professor of the 
Practice of Surgery and of Clinical Surgery in Hamline University, 
Minneapolis, etc. With 328 illustrations. Philadelphia: W. B. 
Saunders, 925 Walnut Street. 1898. 

This work contains 798 pages with 328 illustrations, 
many of which are new; and is published by W.B.Saunders, 
which fact of itself is a guaranty of the excellence of the 
work. The book is laid down upon the same lines as the 
American Text Book of Surgery, which it follows very 
closely. As its title indicates it deals with surgical diag- 
nosis and treatment. 

In matters of diagnosis the author is seen at his best 
and in this branch he excells. His technique of examina- 
tion, the presentation of the subject, as well as the arrange- 
ment of the various heads is systematic, thorough and most 
excellent. The language is simple, plain, but chaste. In 
the important branch of differential diagnosis the author pre- 
sents the various phases of the subject in a most masterly 
manner 

As an indication of the completeness of the author's di- 
agnostic methods, I will present the headings under which 
he discusses the diagnostic symptoms of Cancer of the Stom- 
ach. 1st, General considerations; 2nd, History; 3rd, Phys- 
ical examination; 4th, Inspection; 5th, Palpation and per- 
cussion; 6th, Is the tumor movable; 7th, Is the stomach di- 
lated; 8th, Examination of the contents of the stomach (Un- 
der this head the most minute details are given and the var- 
ious tests fully described). Eight pages are devoted to the 
subject. 

In dealing with the treatment of the various subjects 
presented, the author is equally full, clear and comprehen- 
sive; but occasionally he gives a subject but scant recogni- 
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tion, as for example, the treatment of Actinomycosis, which 
receives but two lines. Intra-peritoneal wounds of the 
kidneys are put off with, "demands coeliotomy and in most 
instances nephrectomy." Under sprains of the ankle no 
mention is made of Gibney's fixation method, with strips of 
adhesive plaster. No mention is made of Kelly's or Casper's 
cystoscopes or their methods of catheterizing the ureters. 

Under the heading of tubercular inflammation of the 
ankle joint it is stated that where there is extensive de- 
struction of the articulation, resection is the proper course. 
Unquestionably the proper course in very many of these 
cases is amputation. 

The operative technique in cases of appendicitis is not 
as complete as it should be. 

Of Colles's fracture the author states: "Once the frac- 
ture is reduced, there is no danger of its being again dis- 
placed — excellent results are obtained by using no splints 
at all." I am well aware that following the lead of Pauger, 
Moore and Pilcher, a great many, perhaps the majority, of 
surgeons will agree with the statements of the author. 
Nevertheless, I believe that it is not only unwise teaching 
for students, but that it is absolutely incorrect in principle 
and not borne out by clinical experience. A Colles's frac- 
ture is primarily strongly impacted, and in order properly 
to adjust the bones the impaction must be broken up, ren- 
dering the bones more or less movable upon each other. In 
such a condition the subsequent contraction of the muscles, 
as well as the weight of the hand, could hardly fail of pro- 
ducing displacement if there was no support. During the 
last winter two cases presented themselves at my clinic for 
treatment. In each case there had been a previous Colles's 
fracture, which had been properly set by the attending phy- 
sician with application of splints for a few days, afterwards 
they were left off. At the time the patients presented them- 
selves, during the third and fourth weeks respectively, af- 
ter the accident, the displacement was in each case far great- 
er than at the time of the first setting. I believe that this 
displacement would be of frequent occurence* if splints- were 
entirely discarded. 



Digitized by 



Google 



BOOK REVIEWS. 113 

To return to the book before me, although it probably 
has defects, (and what book has not), it has but few, and is 
a work of great merit. It is a work which is unexcelled in 
the technique and symtomatology of diagnosis. It is a work 
which I shall keep within easy reach for ready access, and 
shall consult it -often. The work gives the imprint of the 
author's wide acquaintance with present surgical literature, 
and it is one which reflects great credit upon him. 

A H. L. 



ORTHOPEDIC SURGERY. By James E. Moore, M. D., Professor 
of Orthopedic and of Clinical Surgery in the College of Medicine of 
the University of Minnesota; Surgeon to St. Barnabas Hospital; 
Consulting Surgeon to the Northwestern Hospital for Women and 
Children, to St. Mary's Hospital, and to the City Hospital, Minne- 
apolis, Minn. With 177 illustrations. Philadelphia: W.B.Saun- 
ders, 925 Walnut Street. 1898. 

In looking this book through quite carefully and criti- 
cally one is impressed with the fact that the author has ful- 
filled, to quite an exceptional degree, the promises which 
he makes in the preface and introduction. 

He says, among other things, "A studied effort has been 
made to reduce the size by eliminating all that is not of prac- 
tical value." The author certainly has done this admirably. 
He knows what he wants to say, and says it in a clear, for- 
cible and easily intelligible manner. Furthermore he says 
it in plain English. He has not fallen into the error of us- 
ing foreign phrases when English answers the purpose 
equally well, or even better. 

In diagnosis he places great emphasis upon the more 
important and more generally present signs and symptoms, 
and does not unduly magnify the importance of the rarer 
manifestations. In treatment, he places great stress upon 
using the most direct method of reaching a result and in 
teaching others how to use well the most simple and inex- 
pensive dressings and apparatus. 

He very wisely insists that each surgeon, who attempts 
to correct or prevent deformity should learn how to apply 
the proper dressings, or apparatus, himself, intead of send- 
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ing his patients to the instrument maker for that purpose. 
In the subsequent pages he gives directions how this can be 
done most easily and satisfactorily. 

The illustrations, though sometimes considerably clouded 
and not particularly good from an artistic standpoint, ad- 
mirably fulfill the pupose for which they were selected 
and primarily inbended, namely; to illustrate, explain and 
elucidate the text. 

The presence of the instrument-makers name on the 
figures of instruments and mechanical appliances is to be criti- 
cised and deplored. It cheapens the general appearance of 
a book and involuntarily gives one the feeling as though 
one were looking through an instrument-maker's catalogue. 
With these two exceptions the book is neatly gotten up, 
printed on good paper, the press work is perfect and the 
headings are comprehensive and convenient for reference. 

A. J. O. 



A TEXT BOOK ON SURGERY: General, Operative and Mechanical. 
By John A. Wyetfi, M. D., Professor ofSurgery in, and President 
of the Faculty of, the New York Polyclinic Medical School and 
Hospital: etc. Third Edition: illustrated by 938 engravings and 
colored plates. Pages, 997. New York: D. Appleton & Company, 
1898. 

The third edition of this meritedly popular book by an 
author so well known to the profession, scarcely needs com- 
mendation. Rapid advances have been made since the or- 
iginal edition twelve years ago, when little was known of 
cocaine as a local anaesthetic; and the antiseptic treatment 
of wounds, which today after thorough trial and considera- 
tion is universally accepted and practiced, was then in its 
infancy, having originated but a few years previous. In 
1890 (4 years later) a second edition appeared, and now comes 
this volume thoroughly revised and enlarged and strictly 
up-to-date. It is concise, yet going into detail sufficient for 
the reader to readily grasp the author's meaning, thereby 
making it not only of great value to the student, but avail- 
able as well to the busy practitioner for quick and ready 
reference. 
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In the introductory chapter on surgical pathology the 
author treats fully of the infective and non-infective inflam- 
matory conditions, and the process of repair in injured 
tissues. Unlike many other works of this kind, it goes into 
detail regarding sterilization of surgical material and instru- 
ments, the preparation of the operating room and the matter 
of anaesthesia. Twenty valuable pages covers the subject 
of skin-grafting. Bandaging is taken up by demonstrations 
making it far more practical. The chapter on amputations 
is particularly interesting and especially the method of bae- 
mostasis devised by the author; that of using two large 
steel needles, or skewers, instead of one as has been advised 
by some, to hold the rubber constrictor in amputation of the 
shoulder and hip- joints. It is so«simple, safe and applica- 
ble, that every possible danger of haemorrhage is removed. 
The report of 69 cases of such amputations is ample proof 
of the efficiency of this method of controlling haemorrhage. 

Over one hundred pages are given to the subjects of 
aneurisms and ligation of arteries, the latter being profuse 
ly illustrated by colored plates. 

The diagnosis and treatment of fractures and disloca- 
tions is complete and thoroughly interesting. 

Surgery of the eye, ear and nose cannot be complete in 
a one volume work of this kind and in attempting to do so, 
we get but a skimmering of the subjects. The operative 
treatment of cleft palate is well demonstrated. The differ- 
ent operations on the abdomen, and especially hernia, are 
interesting, also those of the rectum and anus. The consid- 
eration of the genito urinary organs in females is wisely 
given but little space: it should be left with the gynaecolo- 
gist, where more technique can be given. 

Deformities demanding surgical interference are given 
proper place, and are well illustrated by cuts. 

On the whole the work is one which should be highly 
appreciated by the class of physicians who do a general 
practice, aad find neither time nor opportunity to pursue a 
great number of surgical works for a few essential facts re- 
garding the proper care and management of their cases. 

G. W. N. 
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THE INTERNATIONAL MEDICAL ANNUAL. 1898. Price $3.00. 

New York: E. B. Treat & Co. 

This good-sized and popular annual has just come out 
for 1898— being the sixteenth annual issue. There is an ex- 
cellent list of well-known collaborators, thirty-four in all, 
of whom eight are Americans. The sifting work accom- 
plished by these critics appears to have been well done in 
the volume before us, which consists of nearly 650 pages, 
exclusive of a large number of full page plates, which add 
much to the worth and interest of the book. The subject- 
matter is divided into two main portions, viz: Part I of 85 
pages being given to a review of new remedies, or therapeu- 
tic progress for 1897. Easy reference is facilitated by an 
alphabetical arrangement of subjects. 

Here is a reasonably concise summary of the therapeu- 
tic novelties introduced during the past year, and with free 
reference to literature for those desiring to pursue a more 
extended research. 

Under the head of New Treatment occurs Part II, like- 
wise arranged alphabetically, and covering almost 500 
pages. The headings run from "Abdominal Surgery" to 
"Xanthoma." 

The volume is completed with some short departments, 
viz., an atlas of the Bacteria Pathogenic in the Human Sub- 
ject; Legal Decisions Affecting Medical Men and the Public 
Health; Sanitary Science, 1897; New Inventions and Books 
of the Year. 

As a brief and comprehensive index of late medical and 
surgical progress this book will be valuable to any physi- 
cian. 



Digitized by 



Google 



IReview of Clinical literature- 

Being a Xlst of tbe XcaWno Clinical articles of 
tbe past flDontb: 

arranged Blpbabeticallg b£ Cftlc, (Bivinfl Butbor an& Heteence 

MEDICINB. 

Amoebic Dysentery. — H. F. Harris, Phila. — Am. Jour. Med. Sci., Apr* 
Cerebro-spinal Meningitis, Epidemic. — W. T. Councilman, F. B. Mal- 

lory. and J. H. Wright, Boston. — Am. Jour. Med. Set., Mar. 
Cirrhosis of the Liver, A Study of 37 Fatal Cases of. — J. L. Morse, 

Boston. — Bos. Med % and Surg. Jour., Mar. 10. 
Diphtheria, A Report of a Number of Cases Presenting the Clinical 

Features of, Treated by Antitoxin in Connection with Ordinary 

Treatment by Corrosive Sublimate. — C. T. Dercum, Phila. — Univ. 

Med. Mag., Mar. 
Empyema, Chronic, The Treatment of. — B. F. Curtis, N. Y. — Med. 

Jiecordf March 19. 
Intussusception, The Treatment of Acute in Young Children from the 

Standpoint of the Physician. — F. A. Packard, Phila. — Therap. 

Gaz., Mar. 
Imbecility and Idiocy, a Contribution to the Pathology of. — W G. 

Spiller, Phila.— Phil. Med. Jour., Mar. 12. 
Lithremia, The Symptomatology and Treatmeut of the Common Clinical 
• Forms of.— A. C. Barnes, Phila.— Med. Rec, Mar. 26. 
Myxoedema, Infantile. — D. Wolfstein, Cincinnati, Ohio — Am. Jour. 

Med. Sci., Mar. 
Mountain Fever. — H. I. Raymond, Ft Washakie, Wyo. — Am. Jour. 

Med. tSu.< Mar. 
Meningitis in Infants and Children, Observations ok. — A. H. Went- 

worth, Boston. — Bos. Med. and Surg. Jour. Mar. 17, 24, 31. 
Pulmonary Abscess and Gangrene. — C. F. Withington, Boston. — Bos. 

Med. aud Surg. Jour.. Mar. 10. 
Syphilis, Extragenital Lesions of. — C. F. Bevan, Baltimore. — Med. Rec, 

Mar. 12. 
Typhoid Fever in the Aged.— M. Manges, N. Y.—Med. Rec. Feb. 26. 
Typhoid Fever, The Real Value of the Brand Bath in.— H. A. Hare 

and C. A. Holder, Phila, — Therap. Gaz., Mar. 

Dr. P. Gordon Morrill, visiting physician to the Child- 
ren's Hospital, of Boston, as a result of his observations and 
researches upen the immunizing power of a single injection 



Digitized by 



Google 



118 REVIEW OF CURRENT LITERATURE. 

of diphtheria antitoxin, recorded in the Bos. Med. & Surg. 
Jour., Mar. 3, concludes: 

"(1) That immunity in any given case, of no matter how 
thorough exposure to diphtheria, may be conferred, for at 
least ten days, by the injection of a small dose (100-250 units) 
of serum, provided it is given twenty-four hours previous to 
actual infection. 

(2) That a larger dose (250 units for a child of two, up 
to 500 units for one of eight or over) will confer safety for 
three weeks — or to be a little more conservative, let us say 
twenty days — under similar conditions. 

(3) That no harm will result from the treatment in a 
vast majority of cases of sick children, and probably in no 
case of a healthy child, provided the serum used is up to the 
present standard of purity. 

In conclusion, I would say that any one who thinks that 
antitoxin will prevent the occurrence of a follicular tonsilitis 
or of a coryza in an individual who happens to have the 
Klebs-Loffler bacillus in his throat or nose will be disap- 
pointed; for neither of these conditions constitutes a diphthe- 
ria any more than the coexistence of the pneumococcus in 
the saliva and a bronchitis constitutes a frank pneumonia. 
I will add that a physician who fails to promptly immunize 
the members of a family or close community in which diph- 
theria breaks out, neglects to do his duty by those whose 
safety lies in his hands." 

SURGERY. 

Appendicectomy, My Recent Work in. — A. C. Bernajs, St. Louis. — 
Med. Ree. 9 Apr. 2. 

Abdominal Section as a Medical Measure. — F. Treves, London. — Brit. 
Med. Jour., Mar. 5. 

Elbow-joint, Report of a Series of Fractures of the, Treated by the 
Jones Method. — C. H. Frazier, Phila. — Univ. Med. Mag., Apr. 

Gastroenterostomy Conjoined with Entero-anastomosis, On the Opera- 
tion of.— R. F. Weir,N. Y.—Med. Bee, Apr. 16. 

Gastrotomy for the Removal of Foreign Bodies from the Stomach. — A. 
H. Meisenbach, St. Louis. — Jovr. Am. Med. Assn., Mar. 5. 

Hypertrophy of the Prostate, Bottini's Galvano-caustic Radical Treat- 
ment for. — W. Meyer, N. Y. — Med. Rec, Mar. 5. 

Hernia, [nguinal, 1 he Radical Cure of by Invagination. — G.C.Mac- 
Donald. — Pac. Med. Jour. , Mar. 
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Intestinal Anastomosis by Means of Removable Rubber Bulbs. — A. J. 
Downes, Pbila. — Phila. Med. Jour. Apr. 2. 

Pyonephrosis. — A. H. Tuttle, E. Reynolds and J. B. Ogden, Boston. — 
Bos. Med. and Surg. Jour., Mar. 3. 

Renal Calculus. — J. H. Musser, Phila. — Phil. Med. Jour., Apr. 16. 

Surgical Technics. Some Observations upon Modern, from an An- 
alysis of 421 Operative Cases in the City Hospital.— G. E. Brewer, 
N. Y---Med. Rec, Mar. 26. 

Surgery of the Joints, The Operative. — H. Marsh, London. — Brit. Med. 
Jour, Mar. 5. 

Henry T. Butlin, surgeon to St. Bartholomew's Hospital, 
London, in the Hunterian lecture upon What Operation Can 
do for Cancer of the Tongue, {Brit. Med. Jour., Feb. 26) says: 

"Looked at in its proper light cancer of the tongue 
(squamous-celled carcinoma) is a malignant disease, but it is 
locally malignant, for it is so constantly limited to the 
tongue and the neighboring lymphatic glands of the neck, 
that the prospect of dissemination of the disease may be dis- 
missed. About 70 per cent, of the cases can be so success- 
fully treated by operation that there is little fear of a recur- 
rence in situ; but of these 70 persons probably 30 will die, 
perhaps as many as 40, of affection of the glands of the necW. 
If these 30 or 40 persons could be protected against second- 
ary affection of the cervical glands, there seems no reason 
to doubt that the lives of many of them might be saved. 
What means, then, can be taken for the protection of pa- 
tients with cancer of the tongue against secondary affection 
of the glands? It must be admitted that we have yet no 
means of discovering which cases of cancer of the tongue 
are likely to be associated with secondary cancer of the 
glands, unless there is enlargement of the glands at the time 
of operation on the tongue. Nor can we foretell how soon 
the removal of the cancer of the tongue will be followed by 
secondary affection of the glands of the neck. Under these 
circumstances every patient with cancer of the tongue must 
be regarded as having the glands of the neck already inocu- 
lated with cancer, and if the inoculation is successful glandu- 
lar disease will be apparent almost certainly within eight 
months of the operation. 

Two alternatives at once suggest themselves — to clear 
out all the glands which correspond with the affected por- 
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tion of the tongue, just as the axillary glands are cleared 
out as a part of the routine operation for cancer of the breast, 
or to remove the glands as soon as the slightest enlargement 
of them is apparent." 

* 
Dr. Howard Marsh, surgeon to, and lecturer on surgery 

at St. Bartholomew's Hospital, London, in an interesting 

paper on The Operative Surgery of the Joints (Brit Med. Jour.,) 

compares the relative progress in the surgery of the joints 

with that involving the abdomen, in the following 

words: 

* 'There is an obvious parallel to be drawn between the 
joints and the abdomen in regard to the results that have 
followed the introduction of asepsis into surgical practice. 
Formerly the peritoneum and the joints were equally re- 
garded as forbidden ground; while today, of all the struc- 
tures that can be named, none are more favorable for opera- 
tive procedures. Moreover, the structure and the physio- 
logical endowments of the peritoneum on the one hand, and 
tho synovial membranes on the other, which formerly so 
often conduced to disaster, are precisely those to which, at 
the present day, rapid repair after surgical interference is 
so largely due. Both membranes consist of an epithelial 
layer resting on a substratum of loose areolar tissue, richly 
supplied with blood vessels. Thus both are the seat of rapid 
tissue change, and from the surface of each absorption is 
very active. Such structures are highly favorable to the 
development of processes of an infective type whenever 
septic microorganisms have gained an entrance, but they 
are also very favorable to the processes of repair when in- 
fection is excluded. The importance of the latter fact was 
speedily established so far as the peritoneum is concerned, 
for, by a fortunate circumstance, the date of the introduction 
of the aseptic method coincided with a very active period of 
abdominal surgery in the instance of ovariotomy, with the 
result that a full demonstration was forthwith obtained of 
the amount and rapidity of repair of which this membrane 
is capable. " 

Then, instancing the case of the patella, the progress of 
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the surgery of the joints, even in the case of so extensive a 
field as the knee-joint is shown. 

"A test operation, as it may be termed, is suture of the 
patella, by the open method, in recentor old fractures of the 
bone. The results obtained appear to show conclusively 
that this operation has taken its place on the list of recent 
advances in the practice of surgery, and the evidence it 
affords as to the tolerance of the joints of active interference 
is sufficiently conclusive. During its performance the whole 
synovial cavity is often exposed, and when the parts are 
vascular so that free bleeding takes place, a sterilised 
sponge may be placed in the joint, just as it would be in the 
cavity of the peritoneum during an operation on the gall 
bladder or on the appendix. It is advisable on the following 
grounds: (1) Experience shows that it is practically safe. 
At St. Bartholomew's Hospital in the last five years it has 
been performed 28 times for recent fracture, and in no in- 
stance has. suppuration occurred. . In the early operations 
in cases of old fracture two or three cases of septic inflam- 
mation were met with, but no such result has occurred in the 
last six years. (2) During the operation I have often found, 
as others have described, that an aponeurotic flap, torn from 
the superficial surface of one of the fragments, has dropped 
into the interval so as to prevent their intimate contact, and 
twice in the last 10 cases I have found that one of the frag- 
ments was tilted so that its broken surface presented to- 
wards the skin, and the cartilaginous surface faced the other 
fragment. This displacement was not in any way apparent 
on external examination, nor does it seem possible to iecog- 
nize it until the fracture is exposed. (3) The operation al 
lows of very accurate adjustment of the fractured surfaces; 
and further incidental advantages are that blood extrava- 
sated into the cavity of the joint can be removed, and that 
the torn structures on either sid« of the patella can be ad- 
justed with sutures. (4) The patient is able to be active on 
the limb well within a month of the accident, wearing an 
apparatus which at first prevents, but subsequently allows, 
a gradually increasing degree of flexion of the joint/' 
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OBSTETRICS- 

Abdominal Operations, A Study of Results in 100.— G. E. Shoemaker, 

Phila.--i > /*i7. Med. Jour., Mar. 26. 
Accouchment Force in the Light of Modern Experience. — S. Marx. N. 

Y.—Med. Rec, Apr. 2. 
Genital Tract, Lacerated and Punctured Wounds of the. — J. F. W, 

Ross, Toronto, Can. — Am. Jour. Obs., Apr. 
Hysterectomy for Acute Puerperal Septic Metritis, Report of Two Cases. 

— H. N. Vineberg, N. Y.— N. Y. Med. Jour., Apr. 2. 
Labor, A Study of the Action of Quinine in 100 Cases of. — L. J. Ham- 
mond, Phila. — Am. Gyn. and Obs. Jour., Apr. 
Prinseorrhaphy and Posterior Colporrhaphy, A New, F. T. Andrews 

Chicago. — Am. Gyn. and Obs. Jour., Mar. 
Uterus and Adnexa, Reports of Cases of Operations on the, through the 

Vagina: Duhrssen's Method. — W. N. Swift, New Bedford, Mass. — 

Bos. Med. and Surg. Jour., Mar. 17. 

Dr. Prank T. Andrews, of Chicago, described a new 
procedure for the restoration of the perineum and the oblit- 
eration of a rectocele in his admission thesis before the Chi- 
cago Gynaecological Society recently. The thesis appears 
in the March number of the Am. Gyn. and Obs. Jour., and the 
technique is given in these conclusions: 

4 4 1. The labia are separated and sharp retracting hooks 
on the myrtiform caruncles expose the field of operation. 

2. An external triangle is denuded on the skin surface, 
as in Emmet's operation. 

3. Keeping to the left of the median line, the finger is 
then passed upward under the mucous membrane of the pos- 
terior vaginal wall to a point beneath the cervix. 

4. Repeating this on the right side, we have two paral- 
lel sinuses extending the whole length of the recto- vaginal 
septum. 

5. The mucous membrane is now cut with scissors, 
from vulva to cervix, over each new sinus. This leaves a 
tongue of mucous membrane attached to the middle line of 
the vagina. 

6. Secure the small spurting artery in each incision 
with forceps. 

7. The first stitch is so passed as to surround this 
tongue and draw it back under the cervix. 

8. The remaining stitches are easily passed, as in the 
repair of a recent laceration." 
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VOL. VIII. JUNE, 1898. NO. 3 

GENERAL PRINCIPLES.— By William E. Quine, 
M. D., Professor of the Principles and Practice 
of Medicine, Medical School University of Illi- 
nois, Chicago. 

Abstract of a Clinical Lecture. 

The treatment of disease is the ultimate object of all 
your previous study, and, after prevention, it is the most 
important. The scope and limitations of medical therapeu- 
tics should be fairly understood, to begin with, for the first 
step in the solution of any problem is a clear understanding 
of its terms. It is well to keep in mind the meaning of the ex- 
pression " to cure." Etyomologically, it signifies 4 *to take care 
of," and it is only derivatively that it is used to indicate to 
restore to a normal state. In the early ages of the medical 
art the function of the physician was regarded as that of 
taking care of disease, or of the individual affected with dis- 
ease. This is the only warrantable sense in which the term 
cure can be employed. The distinction is well exemplified in 
the old Latin maxim that "The physician cures, but Nature 
heals." Medicine is but the handmaid of Nature. It may 
stimulate her to more energetic effort; it may restrain too 
violent action; it may guide aberrant action ; but its power 
is in all cases limited to the modification or support of the 
natural processes, and it is the natural processes themselves 
that effect restoration of health. It can seldom be said with 
truth that suoh restoration is compelled by force of medi- 
cinal agency. All rational efforts of treatment must be 
directed (a) to the removal of the cause; (b) to increasing re" 
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sisting power; (c) to dealing with the morbid anatomy, or 
(d) to modifying morbid physiology. 

In every instance the first efforts of the prescriber are 
to be directed, when practicable, to the removal of the 
cause. This may be accomplished either by the use of spe- 
cific medicines that have a direct destructive effect upon the 
particular morbific agency in operation, or a chemical effect in 
neutralizing or destroying it, or an evacuant effect in cast- 
ing it out of the body. But no matter what the mode of 
action, the demand is imperative to remove, neutralize, or 
destroy the cause of the morbid processes whenever this can 
be done. Perhaps the best and most familiar example of this 
mode of therapeutic action that can be given is found in 
the operation of quinine in the destruction of the specific 
cause of malarial disorders. 

Next to the removal of the cause, the efforts of the phy- 
sician are to be directed to the increasing of the powers of 
resistance to the influence of that cause, on the part of the 
patient. Management of the kind that goes by the name of 
"supporting treatment" comes into play frequently in every 
form of disease and injury, and such supporting treatment 
has, in all instances, the direct object of increasing the re- 
sisting power of the patient. Notwithstanding the efforts 
of the physician to remove the cause of disease and to in- 
crease the resisting power of the individual, it too frequently 
happens that the life of the patient is imperiled by reason of 
the morbid anatomy which developes as a part of the dis- 
ease. It is usually assumed that the morbid anatomy of a 
disease is its most important element. It is too commonly 
even regarded as the disease itself, and as being directly 
responsible for the death of the patient, when death does 
occur, and for the various symptoms which appeared during 
life. You are to regard the morbid anatomy of disease 
merely as one of its elements, and not in all cases as the 
most important element. Morbid anatomy may kill, and 
often does, but it is not in every instance the cause of the in- 
dividual's death. 

You saw a case of pneumonia yesterday, and the patient 
appeared tc be, atd in fact was, in imminent danger. You 
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see the same patient to day, and he appears to be, and is, on 
the threshold of convalescence; he is said to have passed the 
crisis of the disease; his symptoms are improved in every 
particular; temperature has suddenly fallen; the frequency 
of respiration has abated; the pulse rate has become greatly 
lessened; the mental condition is strikingly improved, so 
that even an inexperienced person may be able to see that 
the patient, who is now cheerful, comparatively comfortable 
and inclined to take food, was, twenty-four hours previous, 
on the verge of dissolution. What makes the difference? Is 
there not as much morbid anatomy there to-day as was there 
yesterday? Will you say, then, that it is the morbid anat- 
omy of pneumonia which is responsible for its alarming 
and urgent symptoms? Will you say that it is the morbid 
anatomy of this disease which ordinarily kills? Will you say 
that it is the morbid anatomy of typhoid fever ordinarily 
which kills? 

Morbid anatomy is not the only phase of disease that 
is deserving of serious consideration. It is often the dom- 
inant and all controlling feature. It is often the feature, and 
the only feature, which demands imperative and instant at- 
tention. If a patient has gangrenous appendicitis you would 
not think of treating him by administering medicines which 
are good for shock, but you would address your attention 
immediately to the morbid anatomy. If a patient had em- 
pyema, or an abscess of the liver, you would give attention 
at once to the morbid anatomy, and not temporize or trifle 
with the life in hand by limiting your efforts to administering 
medicines which were good for chills, fever and sweats. 
So it is obvious that in many of the exigencies of disease 
morbid anatomy is the all-controlling feature, but I hope to 
be able to make it equally plain that in many other morbid 
states it is not the anatomy which demands attention, but the 
morbid physiology. 

The manifestations of morbid physiology go by the 
name of the symptoms of disease, and the treatment of morbid 
physiology is commonly referred to under the title of symp- 
tomatic treatment. Nearly all the members of the medical 
profession, so far as I have seen, are disposed to underrate 
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the valne of symptomatic treatment, and to put it in very un- 
favorable contrast with the treatment of morbid anatomy. 
The treatment of morbid anatomy is commonly regarded as 
radical, and pre-eminently scientific, if not, indeed, the only 
kind of treatment which is scientific. 

Let us have a clear understanding of the meaning of the 
term * 'symptoms of disease". The usual conception is that 
these are external manifestations which reveal the existence 
somewhere in the interior of the body, of the entity which 
is to be regarded as the disease, and for which morbid anatomy 
stands as the exponent. The symptoms are not ordinarily 
regarded as being of themselves of any consequence ex- 
cepting in so far as they indicate grades of severity of the 
disease. This conception of the term is not sustained by 
an analytical examination of the problem. It is impossible 
to conceive of a symptom apart from some disease. It is 
impossible to conceive of any disease that is entirely without 
symptoms. If these statements are correct, we shall have 
to regard the symptoms as those elements of disease which 
we can preceive for ourselves, or which are revealed to us 
by the patient. Whether we are able to see an element of 
disease or not/ or whether the patient is able or not to reveal 
to us such an element, in no way atfects the importance of 
the element itself or the intimacy of its relations to the in- 
dividual. It is no more and no less an integral part of the 
disease whether it be visible to us or hidden from us; in 
either case it is to be regarded as an inseparable part of the 
morbid process. 

In view of these considerations, the symptomatic treat- 
ment of disease comes to acquire greater significance and in- 
terest. Can we deny that because an element of disease is 
cognized by the patient and revealed to us it is therefore of 
no consequence and deserving of no attention? Can we 
maintain that an element of disease which we discover for 
ourselves is, in consequence of that, entitled to no consider- 
ation? The convulsions of strychnia poisoning are symp- 
toms, yet they kill; the paralysant effect of a sedative poison 
is symptomatic and yet deadly; and so the various toxins of 
specific infection may depress the brain and nervous system 
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and organs of circulation with the effect of putting an end 
to life without leaving any discoverable morbid anatomy 
behind to account for the fatal issue. Convulsions are to be 
regarded as a symptom, and yet they may kill. Coma is to 
be regarded as a symptom, and yet it may be the cause of 
death. 

Paralysis of function is a symptom, and yet may 
put an end to life. Cardiac asthenia is a symptom and yet 
may be the immediate cause of death. Pain is a symptom; 
it may kill. Vomiting, purging, and haemorrhage are. 
symptoms, and yet frequently end life. Strangury is a 
symptom that may destroy all rest and make life unendur- 
able. High temperature is a symptom which may kill 
Failure of circulation and paresis of the respiratory function, 
are symptoms that too often are the immediate precursors 
of death. 

In how many instances is the morbid anatomy of typhoid 
fever the cause of the fatal termination, and in how many is 
the morbid physiology responsible for the fatal result? Is it 
to be held, then, that the morbid physiology of disease is 
not equally deserving of attention with morbid anatomy and 
can it be maintained with reason that the physician whose 
efforts are largely directed to symptomatic treatment, or to 
the control of those elements of disease which he can see, 
are less effective in protecting the life interests of the pa- 
tient than are the efforts of the surgeon whose atten- 
tion is limited largely to dealing with the morbid anato- 
my? 

If the foregoing statements of fact and argument are 
accepted as true it must follow that the therapeutic art is 
not to be limited to any particular phase of morbid action, 
and also that therapeutic effort applied to one phase is no 
more and no less scientific than that which is applied to any 
other phase of disease. The treatment which removes the 
cause or strengthens resistance is quite as scientific and rad- 
ical as that which removes morbid products; and the treat- 
ment which has the effect of obviating death from convul- 
sions, coma, circulatory asthenia, respiratory failure, ex 
hausting morbid discharges, pain, high temperature, and 
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the other so called "symptoms of disease" may be quite as 
effectual and scientific as either. 

You are not to exalt morbid anatomy above morbid 
physiology, gentlemen. Give to each the consideration it 
deserves. The self-satisfied physician who speaks dispar- 
agingly of symptomatic treatment has yet much to learn, for 
he doasnotye: comprehend the extent of his own ignorance. 
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SOME CARDIAC MURMURS.— By W. H. , Wash- 
burn, M. D., of Milwaukee, Wis. Professor of 
the Principles and Practice of Medicine and of 
Clinical Medicine in the Wisconsin College of 
Physicians and Surgeons; Physician to St. Jo- 
seph 's Hospital and Pathologist to Johnston Emer- 
gency Hospital, etc. 

Read at Beloit. Wis., before the Central Wisconsin Medical Society. 

In the selection of subjects for discussion before medi- 
cal societies it is too often the practice to present cases of 
rare occurrence and which are interesting on no other ac- 
count than that of their rarity. 

It would seem that we might accomplish better results 
if we oftener utilized these opportunities for discussing sub- 
jects of more nearly daily interest to us. I think that we 
shall all agree that much good may be accomplished by an 
occasional review of those clinical signs, and their interpre- 
tation, upon which we base our opinions, and that the more 
commonplace the subject happens to be, if it be of practical 
clinical interest, the more deserving will it be of our re- 
newed consideration. 

We are in the almost daily practice of auscultation of 
the precordial region, and when the subject of cardiac mur- 
murs is suggested as a topic for discussion we are very apt 
to be confronted w r ith the objection that these murmurs con- 
vey to the mind of the practitioner definite impressions 
which are the same for all, in one case indicating mitral dis- 
ease, in another aortic disease. When, however, we stop 
for a moment to consider this proposition w T e shall be struck 
by the fact that the conclusion is eminently unscientific, be- 
cause it is narrow and would shut off discussion, in that it 
assumes to determine questions which are still open to 
opinion. 
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It is an unwarranted assumption that murmurs are al- 
ways evidence of valvular disease, and it is equally unwar- 
ranted to assume that the extent of valvular lesions can be 
determined tr- the character of the murmurs. These are 
facts which, I am led to believe, are too little remembered in 
the matter of clinical diagnosis. Our auscultation has been 
in vain if we are satisfied with the mere recognition of a 
murmur in the precordial region without any regard to the 
nature, extent, or location of the lesion giving rise to the 
murmur, or if we make a diagnosis of organic valvular lesion 
in the case of a patient who has little, if anything, wrong 
with him. 

In examinations for life insurance there is probably no 
subject that involves the examiner in greater perplexity 
than that of murmurs in the precordial region. Any exam- 
iner who has had much experience has found that he has de- 
clined risks on account of heart murmurs that have after- 
wards been accepted by other examiners as first-class risks, 
and, per contra, he has passed as first-class risks men who 
have been declined by other examiners in consequence of 
cardiac murmurs. Incidents of this kind are of altogether 
too frequent occurrence, and in the hands of thoroughly 
competent and careful auscultators, to w ? arrant the conclu- 
sion that there is always carelessness cr want of skill or 
knowledge on the part of the examiners. Moreover it has, 
not infrequently, happened that the same examiner will de- 
tect cardiac murmurs at one time and not at another in the 
same case. This experience has occurred to me on a num- 
ber of occasions within the past four or five years and it is 
this experience that has led me to think t^at a discussion of 
a few of these cases might not be uninteresting to the mem- 
bers of this society. 

The query, then, which ought to occur to us on # the dis- 
covery of a murmur is; What is its signification? Is it of 
organic valvular or of other origin? There are certain mur- 
murs which, being once heard over the precordial region, 
bear almost unmistakable evidence of valvular lesions and 
these are the murmurs of aortic regurgitation and of mitral 
stenosis. It is quite otherwise, however, with that much 
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larger class of murmurs occurring with the heart's systole 
and heard in the mitral, tricuspid, aortic, and pulmonary 
areas. These may occur as a result of valvular lesions but 
there are murmurs occurring in these regions and which are 
not due to anatomic changes in the valves, which resemble 
the murmurs of valvular lesions so closely as to occasion 
much indecision aud perplexity in the mind of the examiner. 

Case I. — D. t aged 36 years, clergyman, of good family 
and personal history. The average age of his six immediate 
ancestors being 74 years notwithstanding that one grand- 
father was killed at the early age of 45 years. In personal 
appearance he was healthy though of rather slight build, 
being about 15% below the normal average weight for his 
height. On examination for life insurance a systolic mur- 
mur was heard in the second interspace to the left of the 
sternum, which murmur was very little if at all transmitted 
beyond the borders of the heart. It could be heard nearly 
to the apex but not at the apex. No murmur was to be 
heard in the second interspace to the right of the sternum. 
Now if this murmur were the result of a valvular lesion it 
could only be regarded as a lesion producing stenosis of the 
pulmonary valves. Pulmonary stenosis is a form of valvu- 
lar disease that occurs with the utmost infrequency, but 
when it is present it gives rise to very decided subjective 
symptoms. It is certain that this condition cannot long re- 
main latent but will reveal itself by those general symptoms 
which indicate a very aggravated form of heart lesion, de- 
fective nutrition, insufficient aeration of the blood, dyspnoea 
and possibly cyanosis. And the dyspnoea and cyanosis will 
be greatly intensified by active exercise. Moreover on phy- 
sical examination we should find cardiac enlargement, par- 
ticularly hypertrophy or dilatation of the right ventricle, if 
we had before us a case of stenosis of the pulmonary valves. 
On further inquiry in this case I found that the applicant 
had at no time suffered from any subjective symptoms of 
valvular disease, and that he was a bicycle rider of such de- 
termined and veteran qualities that he was able to climb our 
"stone quarry" and "undertakers" hills on a seventy-six 
gear wheel without the slightest distress or discomfort- 



Digitized by 



Google 



132 WASHBURN: SOME CARDIAC MURMURS. 

Furthermore on supplementary physical exploration I was 
able to satisfy myself that there was no iDcrease in the area 
of cardiac dullness. This combination of circumstances, in 
my mind, precluded the possibility of there being a lesion 
of the pulmonary valves in this case. On further studying 
this murmur I found that it was not much influenced by pos- 
ture or by exercise but that it was loudest at the end of 
deep expiration, fainter at the end of full inspiration, often 
disappearing entirely during full inspiration, the breath 
being held while the lungs were fully distended. 

Systolic murmurs in the pulmonary area are of compar- 
atively frequent occurrence, but so rare are lesions of the 
pulmonary valves resulting in stenosis that a diagnosis of 
pulmonary stenosis can never be justified unless the mur- 
mur is conjoined with the other symptoms and signs that 
indicate the presence of this lesion. It has been noted by 
a number of clinicians that this murmur in most likely to be 
developed in persons having flat chests, and such was the 
condition in the case under consideration, the explanation be- 
ing that the pulmonary artery is in close apposition to the wall 
of the thorax and is readily compressed thereby. The dis- 
appearance of the murmur on forced inspiration in this case 
tends to corroborate this view of its causation. 

The pulmonary artery is a vessel with extremely com- 
pressible walls and, moreover, there are lymphatic glands 
about the base of the heart and the origin of the great ar- 
teries, so situated as to add to the certainty with which the 
pulmonary artery would be compressed, beyond the valves, 
in an elastic and shallow chest. 

About two years ago I made an autopsy in a case in 
which a diagnosis of aortic stenosis had been made by a 
dispensary physician, and in which sudden death occurred. 
The valves of the heart were found to be perfectly normal 
but there were two or three enlarged lymphatic glands in 
contact with the pulmonary artery and between this vessel 
and the aorta. The compression thus exerted upon the 
vessel, beyond the pulmonary valves, gave rise to the mur- 
mur which existed during life. (The death in this case was 
due to cerebral hemorrhage). 
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A number of other cases of a similar kind might be de- 
scribed were it deemed necessary but I believe that these 
cases will indicate the unjustifiability of a diagnosis of or- 
ganic valvular disease from a systolic murmur alone in the 
pulmonary area of the precordial region. 

S ; r Wm. Broadbent, in a recent address, suggested that 
in some cases this murmur might depend on bulging of the 
conus arteriosus against the chest wall, the murmur disap- 
pearing when the inflated lung interposes to remove the 
pressure. 

Case II. — S. aged 36 years, by occupation a clerk. On 
examination by me he was passed as a first-class risk, both 
his family and personal history good. A few weeks later 
this man applied for iusurance to another company and the 
examiner in this instance found a systolic murmur at the 
apex. Knowing that I had recently passed this applicant 
for insurance the examiner asked him to call on me for a 
further physical exploration. This he did at once calling 
at my office within half an hour after being requested to do 
so. At this time I heard a distinct systolic murmur at the 
apex which was very little transmitted to the left. Its max- 
imum intensity was above and to the right of the apex, it 
was most distinct while he was standing and nearly disap- 
peared on assuming the recumbent posture. He was much 
excited at the time of this visit, apparently laboring under 
the impression that he might be the victim of a serious, if 
latent, disease. Finding that he was not likely to receive 
the insurance policy this time applied for, he applied to two 
other companies, was examined by competent men and was 
passed as a first-class risk in both cases. 

Case III. — B. aged 21 years, by occupation a city sales- 
man or canvasser. His father died of consumption at the 
age of 30 years, his paternal grandmother and one paternal 
uncle also died of consumption, otherwise his family history 
was good although not distinguished by many evidences of 
longevity. Upon examination for life insurance I detected 
a rough, systolic, murmurat the apex. In this as in the last 
case the point of maximum intensity was in the fourth inter- 
space and to the left of the sternum. It could be heard over 
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the whole area of the heart but was not transmitted beyond 
the apex, nor was it to be heard posteriorly to the left of the 
spinal column anywhere between the fifth and eighth dorsal 
vertebrae After a moment's rest in the recumbent position 
the murmur entirely disappeared, only to reappear on re- 
suming the erect posture. And this proceeding was repeated 
many times during a half hour and always with the same 
result. I found further that the murmur would sometimes 
disappear after the man had been sitting in a chair for some 
time, that it became harsh and scratching after exertion, 
and that it was less audible at the end of forced inspiration 
than at the end of forced oxpiration. 

These two cases I regard as very interesting indeed and 
ones in which there miglu easily be perplexity in the diag- 
nosis. It has seemed to me, from my conversations with 
physicians and students, that there is a widely prevalent 
idea that organic systolic murmurs at the apex are increased 
in clearness and intensity upon exertion, and that, in iact, in 
individual cases such murmurs are only brought out upon 
vigorous exercise. This is in direct opposition to the fact. 
If one stops for a moment to consider this proposition it 
will appear that the normal heart sounds can be much better 
studied when its action is slow and regular. When the 
heart's action is rapid and excited and the interval between 
the systole and diastole is accordingly very brief, the two 
sounds run together in such a way as to render them indis- 
tinct. 

If this is the fact with respect to the normal sounds it 
is much more so with respect to abnormal sounds. Irregu- 
larity of action renders the heart sounds more indistinct and 
we find that irregularity adds very materially to the difficul- 
ties of diagnosis. 

Organic systolic murmurs at the apex are always most 
clearly heard after prolonged rest, and, while posture does 
not appear to affect the murmur very much, it is perhaps 
most distinct when the patient has been at rest for some 
time lying down and, preferably, on the left side. 

Rapid action of the heart caused by vigorous exercise 
often so obscures the heart sounds as to render the existence 
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of a murmur very problematic indeed. And not only is this 
true but the rapid and often irregular action of the heart 
occurring in the course of acute disease, in a person suffer- 
ing from organic valvular changes, will render the sounds 
so obscure and confused that even an expert auscultator 
might overlook the valvular lesion. As an illustration of 
this I may mention the fact that I have in my possession a 
heart with insufficient mitral valves, and which is much hy- 
pertrophied, taken from a patient that died of empyema. 
This patient was carefully examined the day before his 
death by a competent auscultator and no murmur was de- 
tected anywhere in the precordial region. 

In Case III, here described, the murmur disappeared al- 
together on prolonged rest and was most intense after exer- 
cise, while in Case II the murmur was entirely absent at the 
time of three examinations out or five. 

The explanation of these murmurs which I am disposed 
to adopt is as follows. The murmurs occurred in nervous 
subjects and at a time when they were laboring somewhat 
under nervous trepidation. It is within the range of prob- 
ability that there may arise as a result of such nervous trep- 
idation and consequent alteration in the innervation of 'the 
heart, irregularity in the action of the mucsular substance 
ox the heart; that as a result of such irregularity of muscu- 
lar action the chordae tendinae are put irregularly upon the 
stretch so that the blood rushing among the unequally tense 
chordae tendinae gives rise to what musicians would call a 
discord and a murmur is heard. 

If objection is raised to the proposition that the rushing 
of blood among the irregularly stretched chordae tendinae 
would give rise to a murmur, then the whole question of the 
mechanism of cardiac murmurs is open for discussion. In- 
asmuch as it is not the purpose of this paper to go exhaust- 
ively into this question even did time permit, I will only ad- 
vert to a few facts which seem to establish beyond reason- 
able doubt the proposition that all apex murmurs due to mi- 
tral insufficiency are brought about in no other way than as 
indicated, that is, the thickening and irregularity of the mi- 
tral valve, with the irregularly hypertrophied ventricular 
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walls and columnar carneae, will produce, in contraction, ir- 
regular tension of the chordae tendinae. particularly those 
in the upper part of the ventricle, and the blood rushing 
among these produces a murmur. This mechanism of the 
production of the murmur of mitral insufficiency was insisted 
upon by the late Professor Learning, of New York, as long ago 
as 1868. The same writer, in support of this explanation, 
has shown by post-mortem observations that in several 
cases of mitral regurgitation in which the chordae tendinae 
were agglutinated to the ventricular walls there was no sys- 
tolic murmur at the apex, and that in other instances in 
which a clearly marked systolic murmur was present dur- 
in life, no mitral insufficiency could be established after 
death. Bristowe,of St. Thomas Hospital, London, reported, 
in 1861, six cases in which the systolic murmur at the apex 
was present during life and in which after death all the 
valves of the heart in each case were found to be perfectly 
normal. 

Professor Learning, so far as I am informed, was the 
first to explain the occurrence of an apex systolic murmur 
on the theory of irregular muscular action Of the heart and 
consequent irregular tension of the chordae tendinae, and 
Professor Drummond, of the Durham University, in a recent 
paper on this subject has proposed that this murmur be 
known as the neuro typtic murmur. Such cases as these 
are met with in examinations for life insurance and for mil- 
itary and naval service somewhat frequently. The subjects 
presenting this murmur are generally young men who are 
nervous and excitable and they are specially likely to suf- 
fer from nervous trepidation when undergoing such exam- 
ination. 

The certainty with which such murmurs develop is in- 
creased if the subject has been up late several nights in 
succession, has not taken his accustomed amount of physi- 
cal exercise, and especially if he has been much addicted to 
the habit of tobacco smoking. The pulse in these cases is 
rapid and tends to irregularity, and the cardiac impulse is 
violent and diffused, often being perceptible to the right of 
the sternum. 
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Case IV. — W., aged 28 years, engaged in offide work, 
of ratherslight build, being about 10% below the normal 
average weight for his height. On examination for life in- 
surance a systolic murmur was heard at the apex and be- 
yond as far as the angle of the scapula. The point of max- 
imum intensity was at the latter point rather than at the 
apex and it could be heard two inches to the left of the 
nipple and as high as the third rib. 

In character the murmur was rather low in pitch, soft 
and whiffing. 

On further studying this case with reference to various 
tests it was found that no murmur was audible posteriorly 
along the spinal column from the sixth to the eighth dorsal 
vertebrae, although the heart sounds could be heard fairly 
well in this situation. It was loudest while the applicant 
was standing and after exercise or excitement, whereas af- 
ter rest in the recumbent posture it became extremely indis- 
tinct and often disappeared altogether. Furthermore it 
w T as found that it was louder toward the end of deep inspir- 
ation and fainter during expiration and that it disappeared 
altogether on holding the breath. In addition to these facts 
it was found that the area of cardiac dullness was not in- 
creased nor had the applicant ever suffered from any of 
those subjective symptoms that indicate organic disease of 
the heart. . 

Case V. — H., aged 21 years, a printer by occupation, 
has never had any illness other than "jaundice" about six 
months before the examination, and an attack of lead poi- 
soning a few years ago. He is of slight build, chest meas- 
ure 33 inches, weight 120 pounds. Family history good. On 
examination for life insurance a systolic murmur was cleariy 
heard at the apex. The point of maximum intensity was 
found to be about one and one half inches to the left and 
above the nipple, but it could be heard at the apex and over 
the left ventricle and, in general, to the left of the heart 
for some distance. 

In this case, as in the last, a subsequent and careful ex- 
amination was made in my office and at the time of this ex- 
amination the following observations were made: In char- 
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acter the murmur was soft, whiffing and short in duration, 
loudest during and immediately following vigorous exer- 
cise, growing fainter after rest and after a few minutes in 
the recumbent posture disappearing altogether, to return 
again when the erect attitude was suddenly resumed and 
then gradually growing fainter again. As in the last case 
the murmur was loudest toward the end of deep inspiration, 
and fainter toward the end of deep expiration and disap- 
peared altogether when holding the breath. It was always 
well developed under whatever conditions increased the 
vigor of the heart's action. The heart was found to be 
normal in size with the apex in the proper position. Upon 
careful inquiry it could not be ascertained that there had 
ever been any subjective symptoms indicating any abnor- 
mality about the heart. 

Cases IV and V are examples of fairly numerous cases 
coming under the observation of any one who is doing much 
examining for life insurance, and these are the cases which 
are, perhaps, the least likely to be mistaken for the mur- 
murs of the organic valvular lesions. The absence of sub- 
jective symptoms, the fact ihat there is no appreciable in- 
crease in the area of cardiac dulness, and the fac* that the 
murmur is heard in its maximum intensity not over any of 
the valves of the heart but at a considerable distance there- 
from, would suggest at once that the murmur is not of intra- 
ventricular origin, and, furthermore, the fact that whereas 
the apex murmur of mitral regurgitation is heard most dis- 
tinctly after prolonged rest in the recumbent posture, and 
preferably on the leftside, this murmur often disappears al- 
together under this test, would also lead us to the same con- 
clusion. This is the murmur which is commonly known as 
the cardio- respiratory murmur, and is not of intra- ventricu- 
lar origin at all but emanates from the lungs and hence the 
very variable position of its point of maximum intensity, in 
one case being just below the angle of the scapula and in 
another being several inches from this position to the left 
and above the nipple. 

I am not aware that there is any conformation of thorax 
which appears to be commonly associated with the produc- 
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tion of this murmur, but it has seemed to me that I have 
most often found it in men with compartively narrow chests. 
The murmur is caused by the impact of the heart against 
the lung by which there is produced a sudden movement of 
air in the bronchi and the result is the soft, short, whiffing 
murmur under consideration. It would seem more than 
probable that certain anatomic conditions within the thor- 
acic cavitiy may act as auxilliary factors in the develop- 
ment of this murmur. Such, for example, as adhesions of 
the lungs to the chest wall, to the pericardial pleura, or 
again, adhesions between the heart and the parietal peri- 
cardium. And when we remember how exceedingly common 
pleuritic adhesions are, it would not be extraordinary if 
they were to play an important role in the evolution of car- 
diorespiratory murmurs. 

The presence, therefore, of a systolic murmur at the 
apex is not sufficient warrant for the conclusion that mitral 
disease exists. We have seen that such murmurs may be 
present when there is no lesion of the valves, and we have 
seen that these murmurs may be readily explained. 

If, then, we search for criteria of pseudo- mitral mur- 
murs we may conclude that such criteria are to be found in 
the absence of displacement of the apex beat; in the absence 
of accentuation of the pulmonic second sound; in the absence 
of increased impulse of the right ventricle; and in the ab- 
sence of subjective symptoms. 

The haemic is a pseudo-murmur which in the nature of 
things is not often met with in the course of examining for 
life insurance, yet we do now and then meet with even this 
murmur. It is generally heard in its maximum intensity in 
the pulmonary area and is not often transmitted beyond the 
apex, occurs in anaemic subjects whose whole aspect indi- 
cates a condition of poor health, and who are not, therefore, 
likely to apply for life insurance. But that the haemic mur- 
mur may present itself in persons apparently healthy, and 
who show none of the physical aspects of anaemia is well 
illustrated in the following case. 

Case VI. — G.,aged 24 years, by occupation a printer, of 
exceptionally good family and personal history. On exami- 
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nation for life insurance a most remarkable systolic murmur 
was heard over the whole precordial region. It was not 
specially marked over any one area, but was heard nearly 
equally well in them all, and- it was transmitted into both 
subclavians and carotids, and was plainly audible to the 
right of the sternum, and beyond the line "of cardiac dullness 
to the left. I asked this young man to call at my office for 
a further examination. The urinalysis showed a large 
amount of albumia, and the microscope revealed in the urin- 
ary sediment, hyaline, epithelial, and blood casts, many red 
blood-cells and leucocytes. 

At the time of the second examination, in my office, I 
found the murmur as already described; that it was as loud, 
if not louder, when he was lying down; that it was loudest 
at the end of expiration; and that exercise made very little, 
if any, difference in the intensity of the sound. I learned, 
moreover, that a few days previously an eruption had ap- 
peared on the lower extremities and, upon inquiry, he ad- 
mitted having some joint pains. Haemoglobin 75 per cent, 
red blood cells 3,600,000 per cu. mm, of blood. The urine 
was smoky and showed microscopic characters as on the 
previous occasion. A diagnosis of purpura was therefore 
made and the patient treated accordingly, the cardiac mur- 
mur being regarded as of haemic origin. 

Pour months later the urine was normal, being free from 
albumin, casts and blood cells, the haemoglobin had risen to 
90 per cent, and the red blood cells numbered 4,400,000 per 
cu. mm. At the same time a very soft murmur was still to 
be heard at the base of the heart over the aortic and pulmo- 
nary valves, not at all transmitted and only audible when 
careful auscultation was practiced. There is a possibility 
that in this case there may be an aortic stenosis, but the 
murmur as at first heard was almost entirely haemic. 

726 Grand Ave. 
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CLINICAL LECTURES ON DISEASES OF THE 
HEART, LUNGS AND PLEURA.— By Joseph M. 
Patton, M. D. , Professor of Internal Medicine, 
Chicago Policlinic. 

BRONCHITIS. 

Inflammations of the bronchial tract have been classi- 
fied from etiological, pathological and topographical stand- 
points by various observers. These distinctions, while 
serving to individualize special types of the disease, are 
more or less confusing. The simplest way is to restrict the 
classification to those well marked clinical types which, 
though they may at times exhibit unusual features, are still 
sufficiently constant in their course to constitute definite 
forms of bronchial inflammation. 

Thus we find that bronchitis may be acute or chronic. 

Acute bronchitis presents three distinct forms: acute 
catarrhal (involving the larger tubes;) bronchiolitis (capillary 
bronchitis, suffocative catarrh), and fibrinous bronchitis 
{croupous bronchitis, plastic bronchitis). 

The unqualified term, acute bronchitis, applies to ca- 
tarrhal inflammation involving only the larger and medium 
sized tubes. [The term bronchiolitis is used as entirely dis- 
tinct from broncho pneumonia. The attempt to unify these 
conditions clinically (Legendre, Rilliet, Roger and others) 
is a mistake, although it is admitted that the morbid anatomy 
of the two conditions is intimately associated. Nearly all 
fatal cases of bronchiolitis have resulted in atelectasis or in 
lobular consolidation. Autopsies, therefore, show the pres- 
ence of these conditions, nevertheless, bronchiolitis is a dis- 
tinct affection, and while the clinical divisions of Germain 
S6e, of diffuse bronchitis of the finer tubes; bronchiolitis of 
the intra-lobular branches; and broncho-alveolitis of the 
alveolar bronchi, appear somewhat more subtle than the 
possibilities of clinical diagnosis would warrant, we still be- 
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lieve in adhering to the principles of Laennec in recog- 
nizing clinically a distinct affection of the bronchioles.] 

Bronchitis is most common in infancy and in senile life, 
because of minor degrees of individual resistance. Dentition 
and abnormalities of the nasal and pharnygeal passages are 
frequent factors in producing bronchial inflammation. Age, 
sex, occupation, physical condition and habits influence the 
occurrence of bronchitis so far as they induce added ex- 
posure and lessened resistance to the influences which de- 
termine bronchial inflammation. There is a marked feature 
of heredity in some forms of recurrent asthmatic bronchitis 
and in some cases of winter cough. Cachexia of gouty, 
syphilitic, tubercular, alcoholic or nephritic origin predis- 
pose to bronchitis. Spinal curvature and other deformities 
of the chest predispose to bronchial inflammation. 

^Etiology. — Acute bronchitis may result from the topical 
effect of cold air on the skin or mucous membranes of the air 
passages. This is difficult to reconcile with the clinical fact 
that bronchial catarrh is more apt to result from a partial or 
limited, than a general, exposure to cold. According to 
Thompson, bronchitis seldom results from some irritant 
property or ingredient of the inspired air acting on the 
bronchial mucous membrane. Primary bronchitis occurs 
with such contagions and infections as influenza, measles and 
whooping-cough. Acute bronchitis may be secondary to 
smallpox; also from general or cardiac weakness incident 
to typhoid fever. Cachectic and septic conditions may give 
rise to acute secondary bronchitis. Local irritations from 
dust, gases or chemicals (iodine, bromine) may cause acute 
bronchial catarrh. 

Bronchiolitis is especially an affection of infancy and senile 
life. It may be primary (one-third of the cases, — Roger) or 
secondary, general or localized. All the causes of acute 
bronchitis of the larger tubes may likewise cause bronchlioitis. 
In a large proportion of cases it results in extension of the 
former condition to the smaller tubes, especially in the in- 
fectious diseases of childhood, although in many of these 
cases it is primary. The influenza infections are especially 
prone to induce bronchitis, which is frequently localized, par- 
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ticularly in the lower portions of the lungs. Measles and 
whooping-cough are the most frequent causes of bronchiolitis 
before the age of five years. Emphysematous conditions, 
chest deformities, rachitis, spinal curvature and all con- 
ditions which modify respiratory power, especially in young 
and weak children, are contributory toward the occurrence 
of bronchiolitis. 

Fibrinous bronchitis is a rare affection. It occurs most 
often in males (two to one— Fowler), and between the ages 
of fifteen and forty -five, although it may occur at. any age. 
Occupations entailing exposure to cold and wet predispose 
to its occurrence, and the associated conditions are pul- 
monary tuberculosis, valvular disease, pneumonia, typhoid, 
cutaneous diseases, pregnancy and the catamenia. These 
conditions are, however, accidental, and the aetiology of 
fibrinous brouchitis is not known. 

Chronic bronchitis occurs most frequently in old age or in- 
early life. It may be primary from exposure or from the in- 
halation of irritating or poisonous air, especially when there 
is some constitutional vice. Secondary chronic bronchitis 
occurs most frequently as a result of acute attacks of bron- 
chitis. Climatic conditions, senility, emphysema, alcohol- 
ism, Bright's disease, gout, psoriasis and eczematoses. Mitra- 
lesions, pulmonary tuberculosis, the pressure from aneurisms 
or mediastinal growths, bronchial stenosis or dilatation, are 
some of the conditions which induce chronic bronchial in- 
flammations. 

Morbid Anatomy.— In acute bronchitis there is hyper- 
emia of the inner fibrous coat which becomes swollen and in- 
filtrated with lymph cells. The basement membrane be, 
comes cedematous and irregular in appearance. The ciliated 
columnar epithelium becomes detached in patches, and from 
the deeper .layer of flat cells various transitional forms of 
cells are produced and thrown off with quantities of leuco- 
cytes. All the structures of the bronchial wall become in- 
volVed and leucocytes infiltrate the muscular and fibrous 
coats. The secretion of the mucous glands of the bronchi is 
greatly increased, the epithelial and secreting elements of 
the glands becoming desquamated. On post-mortem exam- 
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illation the bronchial lining may not appear much alteredl 
owing to the action of the elastic fibres on the blood vessels. 
In some cases it tnay be reddened in patches. The bronchi 
may contain clear, yellowish or greenish mucus. Obstruction 
of the tubes may produce distension of the alveoli. Pul 
monary congestion, oedema, or atelectasis may occur. Em 
physema of the surface or borders of the lungs develops 
The right heart is overtaxed and ultimately becomes dilated 

Bronchiolitis produces changes similar to acute bron 
chitis. Its greater gravity depends on the interference 
with respiration from obstruction of a large number of the 
smaller tubes, and from the weakened condition of the bron- 
chial muscles, especially in children. 

The lining of the tubes is markedly injected. The tubes 
may be blocked with secretion and small beads of pus can be 
expressed from the smaller tubes. Pulmonary emphysema, 
atelectasis, oedema, and small, yellow areas of broncho- 
pneumonia may be present. The bronchi may be more or 
less irregularly dilated. The right heart may be dilated, 
and venous obstruction is greater than in acute bronchitis. 
Bronchiolitis is more often a general than a local affection. 

Fibrinous bronchitis is entirely distinct from diphtheria 
of the bronchi. Its exact pathological nature is not known. 
Its dependence on any specific microbe has not been demon- 
strated. The exudation may be limited to a few tubes or 
maybe scattered through numerous areas in both lungs. 
The exudation forms a complete cast of the tubes affected, 
but does not block the larger tubes, though the smaller 
bronchi may be occluded with cylindrical, solid casts. The 
expectorated casts vary in size from small pieces, or branches, 
to complete casts of a bronchial tree from two to six or seven 
inches long. Their minute subdivisions may end in a bulbous 
extremity which may correspond to an infundibulum (Bier- 
mer). The casts are white or gray in color, of firm con- 
sistence, and may be flecked or stained with blood. The 
larger branches have nodular prominences. A cross serftion 
of the larger casts shows a central lumen of more or less 
size and a lamellar structure of the walls, which consist of 
concentric laminae of fibrin enclosing in its meshes leuco- 
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cytes, mucous and epithelial cells. Charcot's crystals, pig- 
ment cells, fat globules and blood corpuscles may also be 
present. [Recently it has been claimed by Beschorner, 
Neelson and Grandy that the exudation in fibrinous bron- 
chitis consists of mucin and not of fibrin. Klebs and Ep- 
pinger maintatn the fibrinous nature of the casts. In two 
specimens recently obtained by me, a careful series of tests 
made by Prof. Herzog, determined the casts to be of a 
fibrinous nature.] 

The trachea is seldom or never affected in this form of 
bronchitis. After death the bronchial lining may be intact 
and pale, or may be congested, or may be absent. The 
bronchial wall may be inflamed. The lung may be emphy- 
sematous or atelectatic. 

Chronic bronchitis affects any portion of the bronchial 
tract. It is usually limited to the larger and medium-sized 
tubes. The bronchial membrane may be deeply injected 
and of a purple or violet color. In the larger tubes longi- 
tudinal layers may be formed by the elastic fibres of the in- 
ner fibrous coat. The tubes are narrowed or dilated (bron- 
chiectasis). The bronchial glands are enlarged and black in 
color. Emphysema of the peripheral portions of the lungs 
is usually present. Congestion and oedema of the base of 
the lungs may occur and the heart may be hypertrophied or 
dilated. 

The ciliated epithelium disappears in places and is re- 
placed by transitional cells. Dilatation of the blood vessels 
and cellular infiltration cause great thickening of the inner 
fibrous coat. Various stages of hypertrophy and atrophy 
of the muscular coat will occur from the infiltration of the 
bronchial wall or from dilatation pf the tube. Peribron- 
chitis is present to a greater or less extent, especially at 
the periphery of the lung. The cartilages may be normal, 
softened or calcified. The mucous glands are distended or 
destroyed. The muscular coat of the small arteries is hy- 
pertrophied and the capillary vessels dilated. Diverticula 
of the mucous membrane may form through relaxation and 
fissures in the middle coat. Induration of surrounding lung 
tissue occurs. Ulceration of the bronchial lining is rare, but 
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may occur in tuberculosis and in very old people. Fistulous 
communications may form. In tertiary syphilis, gummy 
tumors and fibrous stenosis of the bronchi may occur. 
Foetid, putrid expectoration is generally associated with 
bronchiectasis, though it may occur without it. The de- 
composition of the secretion may cause no trouble or it may 
cause gangrene of the lungs. 

Clinical History.— The clinical history of acute bron- 
chitis extends over a variable period lasting from a few days 
to three or four weeks. Its duration depends largely on the 
general resistance of the subject and on the condition of the 
respiratory apparatus; pulmonary emphysema, induration, 
pleuritic adhesions, etc., prolonging its cause considerably. 
There may be a history of a common coryza, pharyngitis 
and tracheitis preceding the bronchial symptoms, or the lat- 
ter may come on suddenly without these premonitory con- 
ditions, especially in children and old people, or where there 
has been previously successive attacks. A history em- 
bracing any of the aetiological factors of the disease may be 
obtained. An initial chilliness may occur, but rigors are 
rare. The temperature is seldom above 101° F., and the 
pulse is only slightly increased in rate. General malaise 
and aching may be present. The special features are pain, 
cough, expectoration and dyspnoea. The pain is an early 
symptom and is usually a substernal soreness, or it may ex- 
tend across the front of the chest, or, in localized bronchitis, 
be located in any portion of the chest. The patient indicates 
the seat of the pain with the flat of the hand and not with 
the finger-tips, thus distinguishing it from the lancinating 
pain of pleurisy. 

The cough begins with the onset of the disease. It is 
first dry and hacking and may be paroxysmal.* It is pain- 
ful at first, and there is subsequent soreness about the sides 
of the chest along the attachment of the diaphragm. With 
the appearance of secretion the cough is not so painful, is 
more connected and is performed with the deliberate intent of 

*The most sensitive portion of the bronchial tract Is at the bifurcation of the 
bronchi (Nothnagel), though all portions are sufficiently sensitive to cause cough, 
except the smaller branches where accumulation of mucus may result only In 
dyspnoea 
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promoting expectoration. The expectoration is at first 
viscid and tenacious, but as secretion increases it becomes 
frothy and may be streaked with blood. Later the sputum 
becomes more watery or else more turbid and yellowish, 
which indicates recovery. In the early stage the sputum 
consists of clear fluid, ciliated and cylindrical epithelium 
and mucous corpuscles; later of large numbers of pus cells, 
epithelial cells, hyaline cells, granular matter, oil globules, 
pigment granules and blood corpuscles. 

Dyspnoea is usually not marked in a primary attack in 
an adult. The breathing may be difficult, labored, but is not 
much accelerated. In children, however, the respiratory 
rate may be much increased. Moderate obstruction of the 
tubes may produce much dyspnoea if previous attacks have 
modified the functional ability of the lungs. 

Bronchiolitis is a serious malady. Its mortality is vari- 
ously given as from thirty to fifty per cent. In the majori- 
ty of instances it is secondary to acute bronchitis of the 
larger tubes or to the infectious diseases. It is peculiarly 
an affection of infancy or old age. Whether it be primary 
or secondary, its advent is announced by a rise in tempera- 
ture of from two to three degrees. There may be a chill, 
and in children convulsions may occur. There is frequent 
paroxysmal cough and pain. In children there is drowsi- 
ness, great dyspnoea, the nostrils are dilated, the respira- 
tion is hurried, the face hot and flushed. The cough is 
whistling or wheezing in character, the pulse is rapid and 
the temperature 102-103° F. The pulse gradually rises to 
150-180 per minute, and the temperature to 304-105° F. in 
the evening, although, as a rule, it is not as high as 104° un- 
less pneumonia be present. The respiration may be from 
sixty to ninety per minute. There is great restlessness and 
signs of exhaustion. Delirium and coma may appear, fol- 
lowed by death from asphyxia, preceded by blue lips, pale 
or livid and cold face, thready pulse and cessation of cough. 

The duration of bronchiolitis varies from one to three 
weeks. Recovery occupies a longer time. Fibroid indura- 
tion of the lungs extending to the pleura may result. Bron- 
chial dilatation may occur in these indurated areas with sur- 
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rounding emphysema. There may be continued mucopuru- 
lent expectoration. These cases may be mistaken for tu- 
bercular disease. 

The following history is from a case of bronchiolitis 
complicating chronic bronchitis in an old person: 

Mrs. S., aged 71. Has had chronic bronchitis for forty 
years. Weight about 90 pounds. Bronchial tubes in right 
lung dilated- Expectorates about a pint of mucus in 24 
hours and has done so for years. Feb. 12th, '98, had some 
pain in right chest, considerably more dyspnoea than usual. 
Temperature rose to 103 Q P. Pulse 130. Expansion dimin- 
ished on right side. Respiratory sounds very feeble, per- 
cussion pitch slightly raised, no consolidation, rales fine and 
crepitating on same side. Very little air getting into lower 
part of right lung Skin cold and surface somewhat cya- 
nosed, expectoration diminished. Comatose part of the 
time. Treatment: Five grains of ammon. muriate and half 
teaspoonful of liq. am. acetat. every two hours; 2 V grain of 
strychnia every two hours; small doses of whisky occasion- 
ally. Mouth wash of peroxide of hydrogen to cut viscid 
sputa from throat. Recovery in three weeks. 

Fibrinous Bronchitis presents a class of cases exhibiting 
but one or two attacks (acute), and these may be separated 
by years, but having had one attack there is a liability to 
recurrence. In another class (cnronic) there is a succession 
of attacks, usually of a lesser grade of severity, the inter- 
vals presenting an indifferent chain of bronchial symptoms. 

The clinical picture of the so-called acute form is repre- 
sented in the following histories: 



"*e> 



Male, aged 40, married, beer-bottler by occupation, was 
perfectly well until two years ago, when he caught cold 
while working in a wet place. During last two years has 
had repeated attacks of bronchitis. These attacks would 
last a week or ten days and were characterized by a severe, 
rasping cough. Expectoration was comparatively free and 
there was no particular pain in the chest. About ten weeks 
before his recent attack he began to cough and expectorate 
large masses of tough, tenacious sputum, which was accom- 
panied at times by some bloody expectoration. About four 
weeks ago had high fever, great dyspnoea and distressing 
cough. There was diminished expansion and dullness over 
the lower two- thirds of the left lung as compared with the 
right lung. This condition lasted three or four weeks dur- 
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ing which time he was confined to bed suffering from dysp- 
noea, cough, and a temperature of above 102° P. Near the 
end of the third week he expectorated considerable blood. 
The temperature remained high and the dyspnoea and cough 
distressing. Three days afterward he had a severe attack 
of dyspnoea and cough. The temperature rose to 104° P. 
After considerable effort he expectorated a large mass of 
material consisting of a cast of the bronchi mixed with mu- 
cus and some blood. The temperature became immediately 
reduced and the dyspnoea relieved. Examination, a short 
time after the cast was expelled, showed the air to be enter- 
ing all parts of the left lung with comparative freedom. 
The percussion note was almost normal and mucous rales 
were to be heard all over both lungs. Improvement was 
rapid. 




The cast was gray with a tinge of browiiish red. Total 
length 10 cm. Two stems: the shortest about 1 cm. long 
and about as thick as a lead pencil. The branches run out 
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to fine filaments with terminal dilatations, 
have nodular prominences. 



The larger tubes 




The following history with a specimen of the cast was 
furnished me by Dr. R. Broughton, of D wight, 111. 

Woman, aged 34, weight 120 pounds. Mother of two 
children. Anaemic. Has had several attacks of what was 
supposed to be la grippe. On Nov. 21st, ? 97, complained of 
headache, followed by a chill, then fever from 99 to 104° P. 
for about a week. Very little expectoration, though she 
had severe coughing spells. On Nov. 29th, after a severe 
and exhausting coughing spell, she expectorated a well- 
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marked tube cast. Three other casts were expelled at in- 
tervals of from three to four days. Following the expulsion 
of the cast the expectoration was frequent and bloody, 
though not great in quantity. After the last cast was ex- 
pelled the blood ceased. Death Dec. 9th. No autopsy. 

In some of the "chronic" cases, small portions of casts 
may be expectorated for days or weeks at a time. Pneumo- 
nia is not an infrequent complication of the more severe 
cases, and may be the cause of death. Fagge reports a 
death by asphyxiation from lodgement of a portion of a 
cast at the tracheal bifurcation. 

Chronic bronchitis is met with in its mildest form in the 
winter cough of middle-aged or elderly people, which grad- 
ually becomes a constant affair. It may occur as a result of 
a succession of acute attacks and is marked by its proneness 
to relapse. 

The cough gradually becomes continuous until the dis- 
ease is marked by remissions rather than by intermissions 
during its most favorable periods. The general bodily 
strength and weight may be maintained for years against 
this disease, but eventually becomes compromised, and 
dyspnoea upon exertion becomes associated with asthmatic 
breathing. Finally dyspnoea becomes permanent as a re- 
sult of weakness of the right ventricle whose hypertrophy 
has hitherto offset the resistance to the pulmonary circula 
tion entailed by the changes in the pulmonary parenchyma. 

The cough of chronic bronchitis exhibits great variety 
in character, and \xi the quantity and quality of the expec- 
toration. One variety is characterized by very viscid, 
pearly, scanty expectoration (dry catarrh), with violent and 
rapid paroxysms of coughing which may induce vomiting. 

The mucus is dislodged and raised with difficulty and 
emphysema is likely to develop in this form of bronchitis. 
Gouty arthritis is likely to be associated with this form of 
dry catarrh. Again, in gouty subjects with weak hearts, 
we may have more sudden attacks resembling pulmonary 
congestion and cardiac dyspnoea, with free expectoration. 
In most cases of chronic bronchitis, two or three spells of 
coughing during the day will be attended with quiet inter- 
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vals. In others, there is constant expectoration often de- 
pending largely on cardiac weakness. In some cases, par- 
ticularly in old people, the amount of expectoration may be 
one or two pints in twenty-four hours (bronchorrhoea). It 
may be liquid and frothy (bronchorrhoea serosa— Bier mer) 
or may be yellowish, or like the white of egg. Laennec de- 
scribed a form of bronchorrhoea, under the title "Chronic 
Idiopathic Pituitous Catarrh." 

In the chronic bronchitis accompanying syphilitic les- 
ions of the bronchi, the catarrh may be general, with second- 
ary lesions, or localized, in the tertiary forms. Bronchial 
stenosis or dilatation are usually responsible for the profuse 
foetid expectoration. Pain, emaciation and night sweats 
may be present in these cases. 

Foetid or putrid expectoration is usually associated with 
bronchiectasis, stenosis, or with pulmonary gangrene, but 
may be present without either of these conditions. The 
breath may remain offensive after the expectoration has lost 
its odor. Again, the fetor may come and go. Some of the 
worst cases do not appear to be connected with any cause 
in the tubes or lung tissue. Attacks of lobular pneumonia 
are frequently a part of the clinical history of chronic bron- 
chitis in both children and old people, and in the latter are 
particularly to be feared. 

Symptoms and Diagnosis. — In acute bronchitis lateral 
expansion is often deficient, and in children there may be 
inspiratory recession of the interspaces and ribs at the sides 
of the chest. The patient, during paroxysms of painful 
cough, assumes an upright position, leaning straightfor- 
ward which is indicative of a bilateral source of the trouble 
and distinguishes it from pleurisy. Palpation is negative 
unless mucus in the larger tubes should produce a rhonchal 
fremitus. The percussion note is unchanged or is hyper- 
resonant from emphysematous conditions. Dullness at the 
base suggests pulmonary congestion, oedema, or collapse. 
Auscultation shows harsh, rough breathing, with some pro- 
longation of the expiratory sound. Sibilant, wheezy respir- 
ation is present during the dry stage. With the stage of 
secretion there appears sonorous rhonchiinthe larger tubes 
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large and small mucous rales in the medium sized tubes, and 
sub-crepitant rales in the smaller tubes. These rales are 
heard best during inspiration, but are also heard with ex- 
piration. They maybe changed by coughing. The sibilant 
rales are not apt to change on coughing as they are due to 
narrowing of the smaller tubes. The fine, sub-crepitant 
rales are heard just before the immediate end of the inspira- 
tory act and differ from the crepitant rale of pneumonia by 
being altered by coughing and are heard at times during 
expiration. The pneumonic rale is heard at the end of in- 
spiration, is not heard in expiration, is followed by a clear, 
high pitched, expiratory sound and is not modified by cough- 
ing or respiration. Pleuritic friction may resemble the rales 
of bronchitis but occurs earlier in the inspiratory act than a 
rale of the same size and character, and is not changed by 
cough or respiration. Cardiac failure from mitral stenosis, 
may give rise to a congestion of the lungs easily mistaken 
for bronchitis, as the mitral murmur may disappear with the 
advent of cardiac failure (Broadbent). The effect of digita- 
lis or perhaps of venesection, with the reappearance of the 
murmur, will establish the nature of the trouble. 

Miliary tuberculosis has a higher temperature range 
than acute bronchitis, and more prostration. Apical bron- 
chitis must always be regarded as of probable tubercular 
origin. Localized bronchitis in the lower part of the lungs 
is a frequent result of influenza infections, the usual auscul- 
tatory signs being confined to a small area, the upper por- 
tions being clear. 

Bronchiolitis changes the type of breathing, especially in 
children. The upper portion of the chest scarcely moves 
and is distended with residual air, while the lower ribs, 
intercostal spaces and epigastrium show marked inspiratory 
recession. The percussion note is unchanged in the lower 
portions, or may be dull from collapse or oedema. In the 
•apices there is hyper- resonance. 

Auscultation, early in the disease, shows good respira- 
tory sounds in the upper chest, but feeble sounds below. 
Later, when distention of the upper chest occurs, and in old 
people with emphysema, the breath sounds will be generally 



Digitized by 



Google 



154 PATTON: BRONCHITIS. 

feeble. Any variety of rales may be present, but in the 
lower portions of the lungs, especially posteriorly, we hear 
the very fine, crackling rales characteristic of bronchiolitis. 
They are not so finely crepitant as the pneumonic rale, nor 
as bubbling as the oedematous rale. The distribution of the 
rales determines the extent, generalization or localization of 
the affection. 

Bronchiolitis is distinguished from acute bronchitis by 
higher temperature, greater difficulty in breathing, more 
dyspnoea, poor circulation and the character of the rales; 
from pneumonia, by absence of initial chill, of pain in the 
side, of panting character of respiration, of pneumonic 
sputum, of signs of consolidation. The temperature in 
pneumonia is continuously higher than in bronchiolitis. Pul- 
monary oedema is distinguished from bronchiolitis by its 
associations, and location in the lowest part of the lungs 
resulting from blood stasis. Miliary tuberculosis in children, 
and acute pneumonic tuberculosis may resemble bronchiolitis. 
The early apical signs in the former, and the higher and 
more continued fever in the latter, as well as its location in 
the upper lobes, will differentiate these conditions, at least 
with the aid of the history, associations and sputum exami- 
nation. 

Fibrinous bronchitis is usually not recognized prior to the 
expectoration of an exudate. After this has occurred signs 
of bronchial catarrh in more or less limited areas, may lead 
to a provisional diagnosis, especially if followed by signs of 
bronchial obstruction and pulmonary collapse of the same 
region. Pneumonia might, however, give these same signs 
and it is at times associated with fibrinous bronchitis. Con- 
solidation would not disappear immediately on expectora- 
tion of a cast, as may occur with collapsed lung from ob- 
struction .of the tubes. The temperature is unsafe as a 
guide, as, during the acute symptoms, the temperature may 
be as high in severe cases of fibrinous bronchitis as it would 
be in pneumonia. 

Chronic bronchitis is essentially different from pulmonary 
phthisis, with which it is most easily confused, in its effect 
upon the general condition of the subject. There is, in chronic 
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bronchitis, more or less distension of the upper portions of 
the chest from emphysema. The clavicles are elevated, the 
accessory muscles of inspiration are prominent in the neck, 
as the vertical expansion of the chest is increased. The 
supraclavicular depression is increased and in emphysema- 
tous chests is filled, during coughing, with the distended 
subclavian and innominate veins. The nose and ears ap- 
pear thickened, the conjunctivae oedematous, the face turgid 
or suffused. The skin is dry, loose and non -elastic, and the 
veins are enlarged, tortuous and dark. All this is in distinct 
contrast to the chronic consumptive. The signs elicited by 
palpation and percussion depend on the relative amount of 
emphysema, peribronchitis and induration of the lung tis- 
sues which may have developed. Increased fremitus may 
be felt in the dilated portions of the chest (upper portion), 
provided the connective tissue is increased somewhat, and 
the aif pressure is marked. The percussion note is hyper 
resonant but varying in character over the upper portion, 
and may be hard and quite dull over the lower portions if 
these are indurated, well-blocked with* mucus, or are col- 
lapsed, oedematous or congested. All varieties of dry and 
moist rales are heard. The expiration is lengthened and 
increased in pitch. The wavy respiration of bronchiectasis 
may be heard at times after a coughing spell. Syphilitic 
gummata, aneurisms and mediastinal growths may produce 
symptoms easily confounded with chronic bronchitis. 
Healed or quiescent cases of tuberculosis with emphysema 
and bronchial catarrh may easily be mistaken, particularly 
as these cases do not always exhibit bacilli in the sputum. 
Tuberculosis may be engrafted on chronic bronchitis and 
empysema and not be recognized without examination of 
the sputum. On the other hand we occasionally find a few 
bacilli in the sputum of chronic bronchitis merely as an 
accidental matter; hence, a few bacilli in the sputum is not 
always to be regarded as evidence of tuberculosis of the 
lungs. When, however, the physical signs are more marked 
in one or both apices, tuberculosis may be suspected whether 
bacilli are found in the sputum or not. 

Treatment.— The remedies for bronchitis are legion, 
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as the clinical index of any work on therapeutics will attest. 
Many of these remedies, while of undoubted value, are as 
certainly disagreeable and nauseating. A mixture of eight 
or ten ingredients is as unscientific as it is objectionable 
pharmaceutical^. The simplest rempdy is the best. 

In acute bronchitis the natural course is towards recovery, 
and a little well directed aid will usually be sufficient. In 
the dry stage we wish to relieve pain, bronchial irritation, 
and promote secretion. If the pain be severe and the pa- 
tient distressed, hot poultices, sinapisms, turpentine lini- 
ment or soap liniment with tincture of capsicum added may 
be of service. Dry cupping may be useful at times. For 
the soreness and irritation in the trachea and main bronchi, 
nothing is better than an oil spray, using benzoinol (plain), 
albolene etc. The patient can readily be taught to inhale 
these sprays. The oil, beside protecting the membrane 
from the air, also induces secretion, which is the next object 
to be attained. For this purpose, ipecac, antimony, or tar- 
tar emetic are usually employed in doses not sufficient to 
cause emesis. In robust patients, the quickest way to in- 
duce secretion is to put one grain of tartar emetic in a cup 
of water and give a teaspoonful every ten minutes until there 
is slight nausea (Thomson). The syrup of ipecac may be 
used in children for producing secretion, in five drop doses 
every hour to a child two years old. Small doses of Dover's 
powder (one grain) every hour can be used in adults. Small 
doses of aconite frequently repeated are useful in children ia 
the early stage to lessen fever and circulatory excitement. 
When secretion has begun and the cough is troublesome, as 
it usually is by the time the case comes under observation, 
the indications are to loosen the secretion so that it can be 
removed with as little cough as possible, and to quiet the 
irritability of the bronchial membrane, and lessen the cough. 
For these purposes the following may be used. 

3 

Am. mur., 3ii. 

Codeine sulph., gr. v— vi. 

Liq. am. acetat, Ji. 

Syr. tolu., q. 8. ad Siii. 

Syrup of yerba santa or glycyrrhiza may be used to 
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better cover the taste of the ammonia salt if advisable. 
When there is the constant hacking cough of laryngeal 
irritation, the following more sedative combination may be 
used: 
3 

Am. mur., 3iss. 

Morph. sulph., gr. iiss. 

Fl. ext. cannabis ind., gtt xx. 

Syr. tolu., q. s. ad Ini. 

When the acute symptoms are past, but the cough with 
moderate secretion still persists, pills of terpin hydrate, or 
syrup of hydriodic acid, or syrup of lactucarium may be of 
service. At this stage, especially in old people, the follow- 
ing is useful. 

Sodii iodidi, 3iss. 

Codeine sulph., gr. v. 

Fl. ext. grindel. robust., 3vi. 

Syr. tolu., q. s. ad ?iii. 

This mixture is particularly effective in localized bron- 
chitis. Opium should not be given to young children with 
bronchitis, unless in very small doses of such a preparation 
as the camphorated tincture. In localized bronchitis in chil- 
dren the syrup of hydriodic acid is very useful. In children 
with irritating cough and hoarseness, the following is of 
benefit: 

Am. mur., gr. XLviii. 

Tr. anemone praetensis, 3i — ii. 

Liq. am. acetat., 3vi. 

Syr. tolu, q. s. ad Jiii. 

In bronchiolitis we have a more serious condition to con- 
front. In order to lessen the acute stage we may give acon- 
ite in sufficient doses (one or two drops in liquor of the 
acetate of ammonia every two hours). If any depression 
results a little brandy will remove it. In children, in the 
absence of lobular pneumonia, poultices are to be discounte- 
nanced, nor is opium admissable; it adds to the danger of 
pulmonary collapse and pneumonia from mucous obstruction 
of the weakened bronchial tubes. If the mucus is tena- 
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cious, a steam spray from lime water may give relief. Two 
grains of muriate of ammonia, two or three drops of tincture 
of bryonia, and fifteen drops of the liquor of the acetate of 
ammonia, should be given every two hours. If the respira- ■ 
tion is above thirty-five per minute and difficult, five drops 
of tincture of nux vomica should be given every two hours. 
In adults, from 1-30 to 1-20 of a grain of strychnia may be 
used. 

When dyspnoea is severe and mucous rales show that 
mucus is obstructing the tubes, it is necessary to aid in ex- 
pelling the secretion by causing vomiting. Ipecac, anti- 
mony, and apomorphia tend to increase secretion and the 
relief is not apt to be as permanent as when we use sulphate 
of zinc and alum (five grains of each), or yellow sulphate of 
mercury (two to five grains). 

The chest should be covered by two or three layers of 
flannel or a wadding jacket. In the latter stages, stimula- 
ting applications to the chest, one or two drams of brandy 
every hour, small and frequent drinks of hot milk, may all 
be of service in general stimulation. The intimate associa- 
tion of broncho-pneumonia with bronchiolitis, makes many 
of the means used in the former condition of interest here, 
but these will not now be considered. 

In adults, stimulation with alcohol and strychnia is 
necessary in the late stages of severe cases. The diet for 
children should be milk with lime water. For adults milk 
and seltzer water is best. 

Fibrinous bronchitis is not particularly amenable to treat- 
ment. During the attacks, the continuous inhalation of 
vapor of creosote, guaiacol, or alkaline substances, may be 
of use. Iodide of potassium in large doses is recommended 
and should be tried. Intra tracheal injections of glycerine 
have been thought to aid separation of the casts. Olive oil 
or liquid vaseline may also be used. In the recurrent forms, 
change of climate may be tried though the results are very 
uncertain. 

Chronic bronchitis, of all bronchial inflammations, will 
tax the resources of the physician most. The tendency to 
relapse and the poor nutrition of the subjects of chronic 
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bronchitis, are the chief factors in the obstinate course of 
the disease. Climatic treatment obviates, in a measure, the 
probability of relapse. Some cases do well in a warm, moist 
air, like the west Florida coast or the Bermudas. Others do 
best in a warm, dry climate, such as is found in the south- 
western states, or the ncrth-western states during summer. 
In all instances sunshine is the main requirement. 

The nutrition is to be improved by nourishing and easily 
assimilated food and by tonic medicine. Iron is the chief 
remedy of this kind. The iodide of iron is particularly ben- 
eficial, though the tasteless tincture, citrate of iron and am- 
monia, and Basham's mixture are all eligible. Strychnia 
should be given to all elderly people with chronic bronchi- 
tis, both as a respiratory and cardiac stimulant. In general 
or localized chronic bronchitis in children the syrup of hy- 
driodic acid is an efficient remedy. Cod liver oil has long 
done duty in chronic bronchitis. To those who can take it 
it is a valuable remedy. The so-called alkaloids of cod-liver 
oil (morrhuine, gaduine, etc.) appear to exert as much influ- 
ence for good, on chronic bronchitis, as the oil itself, and 
they are much more eligible for administration. A number 
of histories might be cited proving this point. In a child 
eight years* old who suffered from bronchitis for five years, 
and who had received all kinds of treatment including cod- 
liver oil, which she was fond of, complete recovery occurred 
in three months while under treatment with cod liver oil 
alkaloids. The combinations of these substances with guai- 
acol (liquid or carbonate) or creasote, is of good service. 
These latter drugs are more beneficial in small doses than 
in large ones, and should not be given in doses which dis- 
turb the stomach in the slightest. Terebene is a valuable 
remedy, although somewhat nauseating. It is best given in 
emulsion made with acacia, in doses of ten to fifteen drops. 
It is well adapted to cases with scanty, viscid secretion. 

For the morning cough, Burney Yeo advises sodium 
bicarbonate, gr. xv; sodium chloride, gr. v; spirits of chlo- 
roform, m v, in anise water, taken with a little warm water 
before rising. In old people a mixture containing iodide of 
sodium or potassium (gr. v), tincture of belladonna (gtt. iii), 
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fluid extract of grindelia robusta or fluid extract of euphor- 
bia pilulifera (gtt. xv-xx), and sufficient quantity of syrup 
of tolu or syrup of yerba santa, will be found very useful. 
Iodide of sodium and fluid extract of grindelia robusta are 
serviceable in localized bronchitis in adults. 

One of the most efficacious means of treating various 
forms of chronic inflammation of the upper bronchial tract 
is by means of sprays. The vapor from a cup of boiling 
water containing a teaspoonful of compound tincture of 
benzoin is very soothing. Albolene or benzoinol may be 
used as a vehicle for sprays. In dry catarrh a 2 per cent, 
solution of menthol, camphor, oil of eucalyptus, chloride of 
ammonium, wine of ipecac, etc., may be used. In dry asth- 
matic bronchitis, lobelia, internally, is useful. 

With bronchorrhoea we may use tar, turpentine, tere- 
bene, copaiba, senega, terpin hydrate, or hydrastis cana- 
densis. In foetid bronchitis, sprays or inhalations of aristol, 
menthol or creosote may be used. In severe cases the creo- 
sote vapor bath may be tried as recommended by Chaplin 
(vide Bronchiectasis.) 

In gouty bronchitis, much advantage will be found in 
colchicum in connection with iodides. The various mineral 
waters which are applicable to gouty conditions should be 
used. Much good will result from an occasional mercurial 
cholagogue followed by some aperient water. In syphi- 
litic bronchitis iodides and mercury are, of course, the 
chief remedies. 

In the later stages of chronic bronchitis in old people, 
when the right heart becomes dilated and dyspnoea is se- 
vere, oxygen gas, large doses of strychnia hypodermati- 
cally, and, under some conditions, venesection may be indi- 
cated. When the expectoration is sticky and difficult to re- 
move from the mouth and throat, these passages can be 
kept clean and free from mucous by rinsing the mouth with 
a little peroxide of hydrogen. (Marchand). 
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SURGICAL CLINIC— Service of Nicholas Senn, 
M. D., Ph. D., Prof essor of Practice of Surgery 
and Clinical Surgery, Rush Medical College, etc. , 
Chicago. 

Reported by Dr. A. I. Bouflieur. 

Gentlemen: — While the microscopic specimens from 
recently operated cases are being passed about we will fol- 
low our usual custom of presenting cases to show their pro- 
gress and the results of treatment and will reserve for the 
last the cases for diagnosis by the advisory staff from the 
senior class and those requiring surgical treatment. 

Case I. Appendicitis — This patient is presented now, 
four weeks after operation, to show you a case of ideal 
wound healing. The retraction of the scar indicates a com- 
plete and permanent wound closure. Bulging scars indicate 
inflammation, which in turn indicates danger. When the 
patient coughs you will note that there is absence of any 
bulging. 

Ventral hernia occurs much more frequently than sur- 
geons are in the habit of admitting. To obviate it we close 
our wounds with great respect to the normal anatomic layers 
and have the patient wear supporters for from three to four 
months. 

Case II. Appendicitis — This patient came to the clinic 
a few weeks ago for an operation. He gave a history of 
several attacks with rupture into the ceBcum. Such an end- 
ing usually results in a recovery from the disease and we 
hope that this will be his last attack. When we first saw 
him there was an iliac swelling, but during the night it rup- 
tured into the caecum and discharged as on former occasions. 

These cases are uniformly benign and if it should return 
we can rest assured that it will rupture into the caBcum* or 
externally. 

Case III. Carcinoma of the Lip and Inferior Maxilla— K 
few years ago we resected the inferior maxilla and removed 



Digitized by 



Google 



162 SENN : SURGICAL, clinic. 

all of the lower lip of this patient and made a new lip by 
utilizing a flap from the chest. About six weeks ago he 
came back for the loosening up of the adherent new lip. 
There are no enlarged glands detected and no evidences of 
return of old malady. The cosmetic effect is, as you see, 
excellent. 

Case IV. Complete Hypospadias— One* week ago we op- 
erated upon this patient by Landerer's method which was 
perhaps first described by Rosenberg. 

The steps of the operation were as follows: First we 
made a groove from base to end of penis by dissecting two 
quadrilateral flaps of unequal length from the penis to form 
anew urethra. i Second, we placed retention catheter in blad- 
der and third, we made a central incision in the scrotum and 
buried the lower denuded half of penis. The injury to the 
delicate parts resulted in some oedema which caused a slight 
rise in temperature but this quickly subsided. In two weeks 
we will liberate the organ and cover it with flaps secured 
from the scrotum. 

Case V. Carcinoma of the Pylorus — Some of you will 
recall this case as the patient upon whom we operated three 
weeks ago. 

The tumor was the size of a fist and movable except 
downward. Usual dilatation of stomach and loss of gastric 
digestion were marked. Until we opened the abdomen we 
had not decided between pylorectomy and gastroenterosto- 
my, but on finding regional infection of the glands in me- 
sentery and retroperitoneal space we decided to do a typical 
gastro -enterostomy with needle and thread. 

The tumor is decidedly smaller now which is on account 
of the physiological rest of the part. To the fluid diet semi- 
solids and now solids have been added. 

The patient's general condition is improved but of course 
it will be but temporary. 

Case VI. Fracture of Thigh —Faulty Union — This patient 
was admitted five weeks ago with three inches shortening 
and external rotation and angularity at point of fracture. 

The normal relations were restored by brissment force 
and subsequent extension, with fifteen to twenty pounds. 
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The limb was maintained in a slightly elevated position on a 
well-padded posterior splint. 

In such eases it is a good rule to make no promise ex- 
cept that you will do your best. At the present time there 
is but one inch shortening and neither rotation nor angular- 
ity. A circular plaster of Paris cast will now be applied for 
a few weeks until union is positively completed. 

Case VIII. Talipes Valgus— This adult woman came to 
us first one year ago when one foot was operated upon with 
a good result. Two weeks ago we operated upon the other 
foot. It was necessary to make a large external incision 
and to remove a large wedge of the tarsal bones, to 
correct the deformity. Plaster of Paris casts will be ap - 
plied to maintain the correction. 

Case IX. Carcinoma of the Rectum — This 27 year old 
man was operated upon about two weeks ago for a gradually 
increasing obstruction of the lower bowel. A typical Maydl 
colostomy was performed in two tempos. The great ad- 
vantage of this operation is the control of the bowel, which 
is retained. This patient has a bowel movement about every 
second day and in the intervals is free from annoyance. 

Case X. Sarcoma of the Humerus — Recurrent — This pa- 
tient suffered from carcoma of humerus twelve years ago, at 
which time disarticulation was made. A return had been 
noted in the axilla and we performed our transcapular am- 
putation which I believe to be a good substitute for total 
extirpation of the upper extremity unless the scapula itself 
is involved. 

Case XL Tubercular Abscess of Iliac Fossa— This was a 
case of tuberculosis but the anatomic origin of the disease 
was not determined. We frequently find that by removal of 
the products, cure occurs without our being able to locate 
the primary focus. We were not able to find any necrotic 
bone; and think it probably began in the appendix. 

Case XII. Fracture Both Bones of Leg tvith Union of Fib- 
ula at an Angle and Non-union of Tibia—We operated upon this 
case four weeks ago using brissment force to ref racture the 
fibula and then applied a plaster of Paris cast. We are now 
unable to find any motion. There is some oedema present 
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•caused by dependence of the limb. If it persists for two or 
three weeks we will advise circular elastic compression for 
its relief. 

Case XIII. Neuro- Sarcoma of Inferior Orbited Nerve— This 
patient has been operated upon three times. First five years 
ago, followed by a delayed return a few months since. 
Second operation, .four weeks ago followed by a rapid re- 
currence and three weeks later we operated the third time. 

With each removal the' rapidity of recurrence has been 
greatiy increased. Nothing remains now but to utilize the 
inoculation treatment. This patient is now receiving 
ten minim doses of Coley's mixture w*th but slight reaction. 
We will increase the dose 1 minim daily until 15 minims are 
given with the hope of producing a typical attach of erysip- 
elas, and will watch its effects. 

Case XIV. Papilloma Conjunctiva— This was a very 
large tumor for its location. It was a typical mulberry 
growth. We experienced great difficulty in closing the 
wound but believe the deformity will be slight. 

Case XV. Tubercular Adenitis — This is the case we re- 
moved the cervical glands from two weeks ago. You will 
remember that two glands were removed from within and 
beneath the parotid glands. I desire you to note that the 
union has been primary throughout and that neither a paral- 
ysis nor a fistula has resulted. 

Case XVI. Osteomyelitis of the Humerus— This patient 
was before you ten days ago at which time we removed a 
six inch sequestrum from the upper end of humerus. The 
disinfection was so thorough then that there has been no 
sign of suppuration since. 

Case XVI I . Old Depressed Fracture of Skull-. Epilepsy. 
This is the patient Dr. Phelps operated upon one week ago. 
There was a hemiplegia with an epileptic seizure about 
every four weeks. 

A large section of the bone was removed, but no local 
-cause for the trouble discovered. The brain did not pulsate 
at the time but it now does so. This may indicate improved 
circulation and later return of function. There have not 
•been any attacks since but it is too early to state effect. 
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Bone chips were utilized to close in defect, but as yet the 
bridge is not firm. 

Case XVIIL Oxromoma of the Lip— This was one of 
those superficial marginal epitheliomata which we have with 
uniform success removed by a superficial excision and the 
suturing of mucous membrane to the skin. There was no 
regional infection. In three or four weeks only a very 
slight depression will be noticeable. 

Case XIX. Pseudoleukemia. Hodgkiris Disease— We 
are treating this patient with Coiey's injections, — increasing 
the dose 1 minim daily — and also administering Fowler's 
solution internally and hypodermically. We will carry it 
to its physiological limit. I have more faith in arsenic than 
Coley's treatment, but last winter I had a patient similarly 
affected who had an attack of erysipelas and whose disease 
was greatly benefitted thereby for a time. This patient's 
glands are certainly no more than half their former size. 

Cases XX and XXI. Fistulce m Ano—We used the Pa- 
quelin cautery in both cases to divide the bridge and to dis- 
infect the fistulous tract. In one case you note a clean 
surface covered by vascular granulations, which have de- 
veloped beneath the eschar which has been thrown off. 
After the operation the wound is packed with iodoform 
gauze. 

Case XXII. Myositis Traumatica— Last week I showed 
you a case of torticollis due to injury by the forceps. In 
this baby the mother noticed a swelling in the neck on the 
fifth day after birth. The myositis will result in contrac- 
tion with the production of wry neck. The other case 
showed the after effects while this one shows the immediate 
effect of injury to the muscle. 

Case XXIII. Osteomyelitis: Phalangeal Felon— This is 
a neglected case of felon, which has by extension involved 
both phalanges of the thumb. The bone is plainly necrotic 
and the soft parts are perforated by numerous openings. 
This is a splendid case for the practice of conservative sur- 
gery. We will not amputate this thumb but instead remove 
subperiosteal^ the necrosed bones and thereby save the 
thumb. New bones will be produced and while the thumb 
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will probably be stiff it will serve a good cosmetic effect and 
be of much real service to this young lady. 

Case XXIV. Sarcoma of Alveolus— There is an angry 
looking, vascular swelling on alveolar process of lower jaw 
anteriorly and also one far back. The posterior one was 
the primary one and the anterior a secondary growth. The 
location, multiplicity and character of the growth indicate 
a spindle-celled sarcoma. We will resect the alveolus 
thoroughly, and if it should return can then resect the max- 
illa. 

Case XXV. Ulcer on Forearm, Syphilitic — This woman 
can give us no history of specific infection but she has had 
three miscarriages and general glandular enlargement is 
noticeable. The ulcer is healing in center with a peculiar 
punched-out appearance along the periphery. There is 
slight amount of pus, the discharge being more serous. 
The crust is dirty and yellow, and the local treatment is of 
practically no value. It must be constitutional. 

Case XXVI. Cerebral Syphilis— Man 37 years old, 
with negative family history. He states that eleven years 
agro he had trouble with stomach— indigestion, vomiting and 
eructations. Gives a vague history of syphilis four years 
ago. During past four to six weeks has noticed a gradually 
progressive hemiplegia beginning in hand, then arm and 
now involving the face. Is unable to swallow solid food. 
Has lost fifteen pounds in weight during past two weeks. 
Has frontal headaches; sight impaired. Examination shows 
stomach slightly dilated, but no tumor nor tenderness. 
Contents does not contain HC1. Urine and blood negative. 
Pulse 60: temperature 99.4.°. The case is evidently cere- 
bral in character. The history excludes haemorrhage and 
embolism. The cough without expectoration and the chok- 
ing indicate interference with glossopharyngeal nerve,while 
the paralysis of arm etc., indicate interference with the con- 
duction of the motor fibres of the nerves for that part of 
body. The case is undobtedly one of cerebral gumma. The 
treatment is not to be surgical but antisyphilitic potass- 
ium iodide and if necessary inunctions of mercury. 

Case XXVII. Carcinoma of Palate— This man sixty- 
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four years old, began to have trouble from wearing a dental 
plate three years ago. The parts were cauterized and healed 
over but a swelling gradually formed and some months ago 
ulcerated. Tumor is rather soft, with firmer base present- 
ing a mushroom appearance. It involves the soft palate 
principally but also the hard palate. Two cervical, and one 
inframaxillary, glands swollen. The tumor is a carcinoma. 
As the tumor is ulcerated the glandular enlargement may be 
inflammatory and therefore we will remove the superior 
maxilla with the tumor and watch the glands. The fact that 
the tumor began in the mouth would indicate that it is a 
squamous celled carcinoma, as it develops from the epi- 
poblast while the pharynx is from the hypoblast. 

Case XXVIII. Tuberculosis of Face — This patient pre- 
sents a chronic ulcer of the face covered by a hard crust. 
Upon its removal a fungous mass of pale, flabby granulation 
is noticed. There is no basal induration. This ulcer began 
in a sessile wart which is common in carcinoma but also oc- 
curs in tuberculosis. There are two healed places. Healing 
is occasionally noted in carcinoma but frequently in tubercu- 
losis. The picture and clinical history are typical of tuber- 
culosis of the skin. We will remove it and immediately 
cover the surface with skin grafts. 

Case XXIX. Varicose Ulcer and Veins — Long saphenous 
vein resected above knee. 

Case XXX. Tuberculosis of the Hip Joint — We will tap 
the joint and iodoformize it. While the treatment is not so 
satisfactory as that of the knee, shoulder and elbow joints 
the patient is entitled to its benefits. The proper point for 
introduction of trocar is at inner edge of sartorius muscle 
in a line drawn from uppermost part of great trochanter to 
spine of pubes. The trocar is thrust into the osteoporotic 
neck of the femur and 5ii of emulsion forced therein. 
Trocar is then slightly withdrawn but not out of capsule 
and i to ii5 injected into joint. Frequently able to inject 
but one dram all told. 

Case XXXI. Tuberculosis Knee Joint— Disease began in 
epiphyseal end of tibia and was followed by synovitis and 
two extraarticular abscesses. We curette the abscess cavities 
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and pack them, and tap and iodoformize the joint. The 
fibrinous masses are characteristic of tubercular pus. We 
inject from 2 to 3 5 of a 10 % emulsion of iodoform ia 
glycerin, and after its effects the joint can be evacuated 
more readily. 

Case XXXII. Tuberculosis of Vertebrce— -Two dorsal 
spinous processes project. A cold abscess had been opened 
in lumbar region. There were no dorsa] nor girdle pains. 
After opening the superficial abscess freely we are enabled 
to pass probe through a well guarded opening into a large 
abscess anterior to bodies of vertebrae. It is readily passed 
up to the vertebrae corresponding to the dorsal prominence, 
the same being denuded and carious. We dilate the open- 
ing fully and pack with iodoform gauze. 

Case XXXIII. Osteomyelitis Albuminosa— This young 
patient comes to us with a history of osteomyelitis of right 
femur and arthritis of hip joint. I accidentally noticed a 
painless swelling on inner side of left leg above knee which 
had not been noticed by the patient. The osteomyelitic infec- 
tion in this last instance is evidently of a very mild charac- 
ter, an illustration of the mitigation of the virulence of the 
microbe in the system. Some think that it is a condition of 
immunity on the part of the body which has been estab- 
lished. We make our incision in the inter-muscular line. 
Bone is denuded posterior to both condyles. Curettment and 
iodoform gauze packing. Virulence of microbe so slight that 
a dry dressing will be applied. 

Case XXX IV. Imperforate Anus — Boy 11 years old. 
There had been a small opening posterior to normal location 
through which fluid feces had been passed. The sphincter 
muscle was in its normal location. I had hoped to pull 
rectal pouch down to the sphincter by placing a lead button 
internally and connecting it with an external one by an 
elastic cord. By using a large curved needle, I inserted the 
rubber cord through the sinses and brought it out at the 
normal anal opening. The elastic traction was accomplish- 
ing its purpose speedily when too strong a piece of rub- 
ber was substituted for the one I had inserted, which caused 
pressure necrosis which in turn resulted in the development 
of an ischio- rectal abscess. We will now have to remove 
the apparatus and treat the abscess. After the parts are 
again rendered clean and aseptic we will re employ the 
same measures but being very careful that the degree of 
traction is compatible with life of the tisssues until the 
mucous membrane of rectum is down to the skin when we 
will incise the septum and thus establish the normal contin- 
uity of the rectum. 
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HYDROZONE 



(30 volumes preserved 
aqueous solution of H*0?) 



IS THE MOST POWERFUL ANTISEPTIC AND PUS DESTROYER. 
HARMLESS STIMULANT TO HEALTHY GRANULATIONS. 



GLYCOZONE -&s 



Glycerine 
combined with Ozone) 




' 13 THE MOST POWERFUL HEALING AGENT KNOWN. 

These Remedies cure all Diseases caused by Germs. 

Successfully used in the treatment of Gastric and Intestinal Disorders (Chronic or Acute) : 

DYSPEPSIA, GASTRITIS, GASTRIC ULCER, HEART-BURN, 
CONSTIPATION, DIARRHOEA, Etc. 

" Half an hour before mcab, administer from 4 to 8 ozs. of a mixture containing 2 per cent, 
of Hydrozone in water. Follow after eating with Glycozone in one or two teaspoonful 
doses well diluted in a wineglassful of water." 

Send for free 240-page book "Treatment of Diseases caused by Germs," containing reprints of 120 

scientific articles by leading contributors to medical literature. 
Physicians remitting 00 cents wHI receive one complimentary sample of each, "Hydrozone" and "Glycozone" 

by express, charges prepaid. 

Hydrozooe is pot up only in extra small, small, medium Prepared only by 

and large size bottles bearing a red label, white letters, gold and 
bine border with my signature. 

GlycOEOlie is put up only in 4-02., 8-oz. snd 16-oz. bottles 
bearing a yellow label, white and black letters, red and blue 
border with my signature. 

Bfarchand*S Eye Balsam cures all inflammatory and Gkemirt and OradvaU of ih*"EeoU Central* dee 
Contagious diseases of the eyes. Art* et Manufacture* <U Pari* ' ' (France). 

Oharles Marchand, 28 Prince St., New York. 

Sold by leading Druggists. Avoid Imitations. C^ Mention this Publication. 

P THYROlSr~^ 

in Prostatic Enlargement. 

"A youth aged nineteen years, of neurotic temperament, complained of 
pains in the perineum. On examination the Prostate was felt as large as a 
bantam's egg. After being treated some time without benefit * he was given 
Thyroid Tablets thriee daily, with the result that the enlargement entirely subsided 
and the neurotic symptoms were considerably reduced." — St ret ton — (Birmingham 
Med. Review, March '98. 

Armour's Desiccated Thyroids 
and Thyroid Tablets. 

In our Desiccated Thyroids we have a stable and uniform 
preparation of agreeable odor and taste, each grain repre- 
senting eight grains of the fresh gland. 

Each Tablet contains two grains of Powdered Thyroids 
and is equivalent to sixteen grains of fresh gland, 

L Armour & Company, Chicago, I 
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SUPERIOR TO PEPSIN OF THE HOG 



INGLUVIN 



A Powder— Prescribed in the 
same man tier, doses and 
combinations as pepsin. 

A SPECIFIC FOR VOMITING IN GESTATION IN DOSES of lO to 20 Grains. 



WM. R. WARNER & CO.'S PILLS 

—are- 
SOLUBLE, POTENT, PERMANENT, RELIABLE 

being prepared from pure drugs in a scientific manner. The coating (sugar or gelatin) hermeti- 
cally seals and protects the contents indefinitely and upon ingestion of the pills, the coating dis- 
solves in a few minutes, thus liberating its ingredients in a condition favoring rapid assimilation. 



Ingluvin Comp. Digestive. 

(Uncoated lentiform) Per 100.11.50 

Med. Drop. — Antldyspeptlc. Corrects 

nausea and constipation. 
Injrtuvin. 3 grs. Aloin, 1-30 gr. 

Nuc. Vom., 1-5 gr. Gingerine, 1-10 gr. 
Ingluvin et Nuc. Vom. 

(Gelatin only) Per 100, f 1.50 

Ingluvin. 3 srrs. 
Ext. Nuc. Vom , 1-16 gr. 
Ol. Res. Ginger, 1-16 gr. 
Ingluvin et Cerium < romp. 

'Gelatin only) Per 100, 91. SO 

Ingluvin, 3 grs. 
Oxalate Cerium, 2 grs. 
Bis. Sub. Nit., 2 grs. 
Ext. Nuc- Vom., 1-20 gr. 
Ingluvin et (Gentian. 

(Gelatin only) Per 100, $2.00 

Ingluvin, 5 jtrs. 
Ext Gentian, 1 gr . 

PIL. SUMBUL OOMR 

(Wm. It. Warner & Co.) 

Ext. Sumbul, 1 gr. Ferri Sulph. Exs. 1 gr. 

Assafetida, 2 gr. Ac. Arsenious 1-40 gr. 

Dr. G«»odelI says: ' I use this piil for nervous 
and hysterical women who need building up." 

This pill is used with advantage in neuras- 
thenic conditions in conjunction with Warner 
& Co.'s Bromo Soda, one or two three times a 
day. Per 100. SI .00. 

PiL. CASCARA CATHARTIC. 

Warner & Co. Dr. Hlnkle. 

Each containing: 

Cascarin, M gr. Belladonna, *« gr. 

Aloin, ^ gr. Strychnine, 1-60 gr. 

Poclophyl, 1-6 if r. Gingerine, fa gr. 

Dose, 1 to 2 pills. 



PIL. PERISTALTIC. 

(Win. It. Warner & Co.) 

Each containing: 

Aloin Hsr- Sirychuine, 1-60 gr. 

Ex. Belladon., S, gr. Ipecac, 1-16 gr. 

Dose, 1 to 2 rills. Per 100. 40 cents. 



PIL. PERISTALTIC. (Mercurial). 
Aloin. H gr. Strychnine, 1-60 gr. 

Ex. Belladon.. J « gr. Ipecac, 1-16 gr. 
Calomel, 1-10 ur. 
Per 100. 50 cents. 
Especially serviceable in the hard conditions 
of the bowels and torpidity of the liver usual 
in connection with piles. This pill will produce 
free and copious evacuations, and render in- 
valuable service when indicated. 



Liberty. Ohio. June », 181)7. 
Messrs. Wm. R. Warner & Co., Philadelphia. 

Gentlemen : Last winter I unearthed a small 
vial of your Aloin Granules that by chance had 
I)een stowed away for twelve years. Having 
always used your Aloin Granules in my prac- 
tice I of course used these and as far as I could 
determine thru were as efficient as the day t/wu 
mere wade. I tried them on myself several 
times, with results as good as could be wished 
for. I have kept a few as a curiosity. They 
are O.K. Youtstruly, J.H.ADAIR. 

PIL. ARTHROSIA. 
(Wm. R. Warner & Co.) 
For the cure of rheumatism and rheumatic 
gout. 

Formula.— Acid Salicyllcum, Itesina Podo- 
phyllum, Quinia, Ext. Colchicum, Ext. Phyto- 
lacca, Capsicum 

Almost a specific in rheumatism and gouty 
affections. Per 100. 60 cents. 



PIL. DIGKSTIVA 

(Wm. R. Warner & Co.) 

A Valuable Aid to Digestion- 

Pepsin Cone' t, 1 gr. Gingerine, 1-16 gr. 

Pul. Nuc. Vom.. U gr. Sulphur, % gr. 

This combination is very useful in relieving 

various forms of dyspepsia and indigestion. 

and will utTord permanent l>enent in cases of 

enfeebled digestion, where the gastric juices 

are not properly secreted. 

/\s a dinner pill, PH. DIgestiva Is unequalled 
and may be talcen in doses of a single pill either 
before or after eating. Per 100, 60 cents 

PIL. ANTISEPTIC. 

(Wm. R. Warner & Co.) 
Sulphite Soda, 1 gr. Salicylic Acid. 1 gr. 

Ext. Nuc. Vom., ^ gr. Dose, 1 to 3 pills. 

Pil. Antiseptic is preseri))ed with great ad- 
vantage in cases of dyspepsia attended with 
enfeebled diirestion following excessive indul- 
gence in eating or drinking. It Is used with 
advantage In rheumatism. Per 100, 55 cents. 



PIL. ANTISEPTIC COMP. 
(Wm. R. Warner & Co.) 
Sulph. Soda, 1 gr. Salicylic Acid, 1 gr. 

Ext. Nuc. Vom., % gr. Pow. Capsicum, 1-10 gr. 
Concentrated Pepsin, 1 gr. 
Dose, l to 3 pills. Per 100, 55 cents. 

Pil Antiseptic Comp. is prescribed with great 
advantage In cases of dyspepsia, indigestion 
and mai-asslmilation of food. 



Philadelphia, 

New York. 



WM. R. WARNER & CO. 



Chicago, 
London. 
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Hotes anb Comments. 

At the late German Surgical Congress, held at Berlin, a- 
very spirited discussion took place upon the question of 
gloved operators. For aseptic purposes the use of rubber 
gloves has recently come into use by many surgeons, and 
many maintain that it is a distinct advance. On the other 
hand there appears to be a large class who oppose the idea, 
contending that it tends to create a false sense of security^ 
by diminishing a strict care of the hands, and that one of 
the. greatest aids to the skillful operator — his keen sense of 
touch — is very greatly diminished. One American surgeon 
has come out very strongly in opposition to the gloved hand, 
and in signal terms warns his brothers against a sacrifice 
of tactile sense, upon which so much depends. It is held 
that for years we have been constantly cultivating this very 
advantage of touch discrimination, reaching a high degree 
of development in not a few surgeons. It should not be 

lost or minimized, even at some gain in aseptic technique. 

* * 

* 

Dr. A. Brothers, of New York City in giving a Retro- 
sped of Fifty Consecutive lntra-periioneal Operations {Med. 
Record 'Apr. 30) remarks: 

"There are three principal sources of danger in oper- 
ative work — anaesthesia, haemorrhage, and sepsis. It occas- 
ionally happens — sometimes through the inexperience or 
carelessness of the anaesthetize r, sometimes on acccount 
of the individual peculiarities — that the patient becomes cy- 
anotic or stops breathing. Although such conditions have 
caused me much anxiety at times, I have as yet lost no case 
from anaesthesia. Of course this does not depend on the 
nature of the operation. It may occur in connection with 
a simple examination under narcosis. It is a good practice to 
watch the color of the oozing blood and to inquire of the 
anaesthetizer at regular intervals regarding pulse and breath- 
ing. 
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With increasing experience one needs to fear haemor- 
rhage less and less. Occasionally a case will prove annoy- 
ing, perhaps serious, from the fact that every cut or needle 
puncture will excite profuse bleeding. A good rule to bear 
in mind in such cases is that laid down by one of our most 
eminent New York gynaecologists, "Don't get rattled." An 
operator with a good knowledge of anatomy and his instru- 
ments, a clear head, and a steady nerve has little to fear 
from haemorrhage. 

The greatest danger to fear is sepsis. When the gen- 
eral peritoneal cavity is invaded, all the operator's precau- 
tions will be of no avail if his instruments and dressings are 
not aseptic, if his ligature and suture material is not above 
suspicion, if his assistants at the wound and at the instru- 
ment tray, as well as his nurse in charge of the sponges, are 
not thoroughly schooled and drilled in every detail of asep- 
sis. Even with trained assistants the carelesness of one in- 
dividual may result in the introduction of sepsis. A drop 
of sweat into the wound, the touching by nurse or assistant 
in a thoughtless moment of something not rendered sterile, 
may cause the death of the patient in spite of the most skill- 
fully performed operation. ' r 

* 

The study of the occurrence of cancer in the human race 
is one of the most interesting belonging '.o the entire realm 
of medicine, and there are a number of leading points it is 
well to carry along in the mind. 

In the first place the definite pathological status of the 
disease we know by the manifestations called cancer remains 
still undetermined, although the balance of opinion prob- 
ably today leans towards parasitism, it being not un- 
reasonable to believe that the cell proliferation and cell 
change is inaugurated and influenced by a definite, though 
at present an isolated, micro organism. 

The influence of sex is a striking one, the exhaustive 
and well arranged statistics gathered by Williams going to 
show that for every 100 males dying of cancer, 223 females 
perish from the same disease (Park). In women the breast 
is affected in 40 per cent, of cases and the uterus in 34 per 
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cent. It is stated that out of 1878 consecutive cases of car- 
cinoma of the breast but 16 of the instances were in males. 
From 55 to 65 years of age is the period of greatest liability 
to the disease — the period just following the climax of life's 
powers. 

It is said that a family history of cancer will be found 
in from 25 to 35 per cent, of cases. Another point is that 
while vegetarians are not free from the liability to cancer, 
yet it no doubt occurs less frequently among those who ab- 
stain from animal food. On the other hand, however, and 
merely incidental to this subject, it is believed that a strict- 
ly vegetable diet very much favors tuberculosis (excepting, 
of course, the possibilities from tuberculous meat). This is 
largely an analogical deduction, however, the herbivorous 
animals being particularly susceptible to tuberculosis. The 
human family, therefore, so far as the influence of diet is 
concerned in the matter of cancer and tuberculosis, may be 
said to be ''between the devil and the deep sea.' ' Another 
fact about which there can scarcely be any question, is the 
very marked increase in the occurrence of the disease dur- 
ing the past fifty years. We have previously referred in 
this department (Aug. 1897) to some statistics given by Ros 
well Park, which 'showed that, "In 1840, in England, the 
proportion of deaths from cancer, as compared with the 
total mortality, was 1 in 129; in 1880 this had risen to 1 in 
28. " 

• * 

• 

An American physician writing from Berlin of medical 
affairs and particularly of the inferior position of American 
graduates as compared with those of Germany— due mainly, 
of course, to their longer courses and greater thoroughness 
— says; "Although America now is fast approaching the 
foreign standard of excellence and thoroughness in medical 
education, it will be some time before the slo twitted Teuton 
will admit that anything American is as good as the German 
article, but the quickest way to teach him the supremacy of 
America, is not to keep sending over here our medical men 
to study in his schools after they have finished with ours. 
Give our doctors better facilities and advantages in our own 



Digitized by 



Google 



172 NOTES AND COMMENTS. 

large cities. * * Let our professors become famous 
by original research and experimentation, by clever operat- 
ing and brilliant diagnosis, and we will not see our students 
going abroad to finish their education and be snubbed by 
their German cousins." 

The Medical Register for 1898, which is supposed to con- 
tain the names of all legalized practitioners in the posses- 
sions of the British crown, has the following figures: Eng- 
land and Wales 22 t 576; Scotland, 3,417; Ireland, 2.616; for- 
eign, 3,773; naval, military and Indian medical services- 

2,521; making a total of 34.903. 

• * 
* 

Dr. Chas. B. Brigham. of San Francisco, reports (Bos. 
Med. <£ Surg. Jour., May 5) a successful removal of the entire 
stomach in the case of a woman 66 years of age, suffering 
from carcinoma of the pylorus, yet with evident extension 
of the carcinomatous process involving even more than half 
of the anterior wall of the stomach. The patient made a 
very good recovery from the operation. The operation was 
done on the 24th of February, 189b; and seven weeks there- 
after the woman was discharged from the hospital in an im- 
proved state of health. 

* * 
* 

The revision of the British Pharmacopoeia which, oc- 
curring every decade, has just been completed, contains of 
actual new drugs the following: Araroba, benzol, bismuth 
salicylate, cocaine, codeine phosphate, hyoscine hydrobrom- 
ide, hyoscyamine sulphate, kaolin, liquor thyroidei, mor- 
phine tartrate, naphthol, physostigmine sulphate, quillaia 
bark, acid quinine hydrochloride, salol, terebene, and dry 
thyroid. 
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ATLAS OF CLINICAL DIAGNOSIS AND INTERNAL DISEASES. 
By Dr. Christfried Jakob, Formerly First Assistant in the 
Medical Clinic at Erlangen. Authorized Translation from the Ger- 
man. Edited by Augustus A. Eshner, M. D., Professor of Clinical 
Medicine in the Philadelphia Polyclinic; Physician to the Phila- 
delphia Hospital, etc. With 182 Colored Illustrations upon 68 
Plates and £4 Illustrations in the Text. Philadelphia, W. B. 
Saunders, 1898. -$3.00 net. 

This little volume is one of Sauoder's medical hand-atlas 
series. It is an amorphous affair— a sort of vade mecum, em- 
bracing clinical microscopy, normal visceral topography, a 
diagramatic representation of the topography of visceral dis- 
eases, general and special methods of examination, physical 
diagnosis, internal medicine, toxicology and therapeutics. 

It will be readily seen that there is no lack of subjects, 
and it may well be asked whether it is wise to cover so much 
ground in so abbreviated a manner. It is not apparent how 
a teacher of either diagnosis or medicine could apply this 
book to the demands of course instruction. Neither is it 
clear what greater use the section on internal medicine can 
be to the practitioner than to indicate to him the lines of in- 
quiry which he must direct elsewhere. The sections on tox- 
icology and therapeutics are incomplete if not superfluous. 
In fact the whole volume is concise to the verge of abstruse- 
ness. 

The topographical portion would be more convenient if 
there were page numbers as well as plate numbers. While 
we recognize the fact that a clear, definite illustration (and 
the illustrations in this book are good) often presents to the 
mind a more forcible and readily assimilated idea than will 
be conveyed by text alone, we are inclined to think that dia- 
gramatic schemata embodying a cipher alphabet which is 
but once remove* from a Chinese price mark in intelligibil- 
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ity and appearance, is not conducive to a ready understand- 
ing of the conditions represented. Plate 30 represents a 
case of croupous pneumonia of the right lung, while the ac- 
companying text describes a consolidation of the left lung 
with dullness passing into that of the liver, and gives a diag- 
nosis of croupous pneumonia of the lower half of the left 
upper lobe. 

The work contains, however, much valuable information, 
and if this were rearranged in a more convenient manner it 
would much enhance the practical value of the book. We 
think chat entirely too much has been crowded into this 
book, and the result has been an abstruse collection whose 
exact position in medical literature it would be difficult to 
define. 

The publishers have wisely added an index, without 
which the value of the book as a time saver (and this class 
of books are valuable largely because of the time they save) 
would be much diminished. J. M. P. 



TREATISE OX DISEASES OF WOMEN. For the Use of Students 
and Practitioners. By Alexander J. C. Skene, 31. D. LL. D. , 
Professor of Gynaecology in the Long Island College Hospital, 
Brooklyn; formerly Professor of Gynaecology in the New York Post- 
Graduate School ;Gynaecologist to the Lorg Island College Hospital, 
etc. Third Edition, Keyised and Enlarged, with 290 engravings, 
and 4 plates in colors. 8 vo., pp. 991. D. Appleton & Company, 
New York, 1898. 

The third edition of this valuable text-book shows thor- 
ough revision and the incorporation of much recent knowl- 
edge. It is admirably adapted for the purposes for which 
it is intended. It is far from complete, in the sense of being 
an exposition of the present state of gynaecology. It rarely 
refers to methods of practice which the author does not 
fully endorse. Possibly this is not a fault. Perhaps it is 
better for the student to be taught only thosQ procedures 
which the author has found in his personal experience to be 
the best. 

At the outset we are told the methods of observation; 
then is described the development of the female genitalia. 
Following this is a chapter on menstruation and its de- 
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rangements. In this connection, and throughout the book, 
when speaking of different pathological conditions, illustra- 
tive cases are very happily introduced. Another useful 
feature is the consideration at the beginning of each chapter 
of the*anatomy and physiology of the parts discussed as a 
preface to the description of the therapeutic measures recom- 
mended. 

Anteflexion is called a deformity because it is a lesion of 
form rather than position. It may often be corrected by 
making a transverse vaginal incision which is to be sewed 
up longitudinally. We regret to see advised the use of 
Elliott's uterine adjuster and the intrauterine stem pessary. 
The injuries caused by the latter are recognized somewhat 
superficially in a separate chapter, but the elaborate collec- 
tion of cases by Nengebauer is disregarded. 

The chapters on the inflammatory affections of the 
uterus are unsatisfactory. We are tempted to say that all 
theories and methods of practice recommended are now ob- 
solete. In place of the etiological relationship of bacteria 
being explained we are given as causes the old talk about 
'•extreme sexual excitation or over-indulgence, exposure to 
cold and over fatigue." The use of caustics is very proper- 
ly condemned and the galvano and thermo-cauteries are de- 
nounced as the "fashionable caustics ' of the day, their em- 
ployment being fully as injurious as the fuming nitric acid 
advocated twenty-five years ago. We predict that in the 
next edition, the author's instillation tube for the applica- 
tion of carbolic acid and iodine to the endometrium, will 
take its place among the discarded instruments of the past. 
The etiology of injuries to the pelvic floor is clearly set 
forth. Laceration of the perineum, complete and incomplete, 
is described, as well as injuries to the posterior vaginal wall 
and the levator ani and sphincter ani muscles. The treat- 
ment consists in a satisfactory exposition of Emmet's meth- 
od but, strange to say, there is no reference to the methods 
of Hegar, Tait Or Martin. The importance of securing ac- 
curate approximation is insisted on and the difficulty of prop- 
erly passing sutures in recent cases is appreciated. Never- 
theless not a word is said about vaginal sutures which are 
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easily inserted and which fulfill every indication. In recent 
cases the strange advice is given to support the pelvic floor 
with a compress and binder, by means of which "the severed 
ends of the muscular fibers are brought nearer together, so 
that they have a better chance to unite." The obstruction 
to the free flow of the lochia is to be overcome "by making 
the compress of absorbent cotton, antiseptic gauze or marine 
lint, and draining the vagina with a drainage tube or a strip 
of gauze or lint." This advice, in our judgement, is danger- 
ous practice. It becomes unnecessary if Hegar's operation 
is performed. 

Lacerations of the cervix are described and illustrated 
by a colored plate and the description of cases. The 
author's well known hawk-bill scissors are recommended as 
* 'saving time and trouble and giving smoother surfaces for 
coaptation." It is presumed that most gynaecologists will 
not concur in this opinion. No mention is made of amputa- 
tion of the cervix for stellate lacerations that have become 
infected. The operation is advised only in rare cases of cer- 
vical hypertrophy in the virgin and when cancer is present; 
but here, we return to say, the concensus of opinion would 
favor hysterectomy. 

The chapters on dislocation of the uterus are admirable. 
The original cuts are a great aid to the proper understand- 
ing of normal uterine support, and the description is clear 
and accurate. It is to be regretted that the author advocates 
the use of pessaries often in preference to well-known sur- 
gical methods. It is respectfully submitted that the views 
of gynaecologists expressed in 1877, which are quoted, are no 
longer authoritative. 

The description of fibroma is brief but perhaps sufficient. 
The methods of Baer and Kelly in supra vaginal and ab- 
dominal hysterectomy are explained. Illustrative cases from 
the practice of Engelmann and Keith show modern methods 
of procedure. The author's haemostatic cautery forceps are 
described and their application to hysterectomy is illustrated, 
although it is admitted that they have not yet been tried. 

The disorders of the menopause and senile endometritis 
are considered. The description of ovariotomy is given 
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at length, but that of the diseases of the tubes occupies otily 
a few pages. Pelvic cellulitis and peritonitis, as well as 
pelvic haBmatocele and ectopic gestatior, are explained brief- 
ly and well but not as thoroughly as is warranted by their 
importance or the frequency of their occurrence. The dis- 
eases of the bladder, as would be expected, are described at 
length in accordance with the well-known views of the 
author. D. L. 



THE DISEASES OF THE STOMACH —Bv William W. Van Val- 
zah, A. M., M. D., Professor of General Medicine and Diseases of 
the Digestive System in the New York Polyclinic Medical School 
and Hospital, and J. Douglas Nisbet, A. B., M. D., Adjunct 
Professor of General Medicine and Diseases of the Digestive System 
in the New York Polyclinic Medical School and Hospital. Illus- 
trated. Philadelphia. W. B. Saunders, 1898. 13.50 net. 

This book is an octavo volume of 650 pages and con- 
tains a few illustrations. Its chief claim to recognition lies 
in its clearness and general adaptability to the practical 
needs of the general practitioner or student. In these re- 
lations it is probably the best of the recent special works on 
diseases of the stomach. 

Comparing this work with those of Ewald, Hemmeter, 
etc., on gastric diseases, we find it of sufficient individuality 
to merit a distinct place among the text books on this de- 
partment of internal medicine. This individuality lies large- 
ly in the classification, and the omission, to a large extent, 
of the history and literature of the affections under con- 
sideration. 

The classification of diseases of the stomach is still in a 
somewhat chaotic state. It has been the custom to class 
among the diseases of the stomach many functional condi- 
tions of a more or less transitory nature, such as hyper- 
chlorhydria, hypochlorhydria, etc., as well as such physical 
modifications as dilatation. In this work the authors have 
very properly departed from this custom and have consid- 
ered these conditions in their concomitant relation to the 
more specific diseases of the stomach. In respect to these 
conditions it can hardly be admitted that the classification 
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embodied in this work is decisive and final, but it is a step 
in the right direction and tends toward the abrogation of 
the unscientific and abstruse prominence given to these con- 
ditions by many writers. 

The omission of long bibliographical lists, as well as of 
the literature of stomach diseases, except in so far as it 
strengthens and elucidates the subject matter, is another 
feature to be commended. While this may modify, some- , 
what, the value of the work as a reference volume for the 
literary man, it enhances its usefulness to the practical phy- 
sician to whom the text is thereby rendered more concise, 
clear and understandable. 

The book is divided into six sections: introductory; di- 
agnosis and diagnostic methods, in which the symptoms are 
arranged in the order in which they are obtained by clinical 
examination; general medication, with a consideration of 
therapeutic principles and methods. These three sections 
constitute the first portion of the work. The fourth and 
fifth sections (second portion of the work) embody the clini- 
cal medicine of the stomach. A clinical description of each 
disease precedes a discussion of its diagnostic signs. The 
last section of the book is devoted to the "vicious circles" 
of the stomach, or, the relation of other visceral diseases to 
stomach affections, a phase of gastric disease well deserving 
of a separate section. 

The practical experience of the authors in the depart- 
ment of stomach diseases, and the clinical standpoint from 
which the work has been written, renders it of especial value 
to the working physician. We cannot refrain from endors- 
ing the importance which the clinical history of gastric 
diseases has been given in this volume. The recent tenden- 
cy has been to place entirely too much reliance on the re- 
sults of modern methods of examination, and too little im- 
portance to the clinical history and subjective symptoms. 

Altogether this is a very satisfactory work in its line, 
and will well repay the time spent in its reading. The book 
is well indexed, and the paper and presswork are unobjec- 
tionable. J. M. P. 
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»etng a Xist of tbe Xea&tng Clinical articles of 
tbe past nDontb: 

arranged alphabetical^ bfi (Title, (Bitting Butboc and "Refeence 

MEDICINE. 

Cancer; A Second Contribution to the Treatment of by Injections of Al- 
cohol. — E. J. Kuh, Chicago — Chgo. Med. Rec, May. 

Multiple Sclerosis, with Special Reference to its Clinical Symptoms, its 
Etiology and Pathology. — B. fcachs, N. Y. — Jour. New. & Ment. 
Bis., May. 

Opium Inebriety, Clinical Notes of Cases of,— J. H. Kellogg, Battle 
Creek, Mich. — Am. Jour. Inebriety, Apr. 

Polyneuritis, Recurrent, — H. M. Thomas, Baltimore, Phila. Med. Jour., 
May 14. 

SURGERY. 

Abdomen, Gun Shot Wounds of the, with a Report of 58 Cases. — J. C. 

Oliver, Cincinnati — Cin. Lancet- Clinic, May 7. 
Appendicitis, — E. M. Pond, Rutland, Vt. — Med. Rec, Apr. 23. 
Abdominal Surgery, Notes on, with Report of Cases.— A. H. Tuttle — 

Annals of Gyn. , May. 
Brain Injury, Some Interesting Cases of; with a Statement of the 

Mechanism of the Production of Cerebral Lesions by Blunt Violence 

and a Brief Summary of the Pathology and Symptomatology of 

Acute Cerebral Trauma. — R. Van Santvoord, N. Y. — Med. Rec, 

Apr. 30. 
Epilepsy, The Surgical Treatment of. — A. J. McCosh, N. Y. — Am. 

Jour. Med. Sci., May. 
Intraperitoneal Operations, Retrospect of 50 Consecutive; with Some 

Reflections.— A Brothers, N. Y. — Med. Rec, Aj.r. 30. 
Stomach, A Case of Removal of the Entire, for Carcinoma; Successful 

Esophago-duodenostomy; Recovery. — C. B. Brigham, San Francisco. 

Bos. Med. & Surg. Jour., May 5. 
Stomach, Surgery of the. — W. W. Keen, Phila. — N. Y. Med. Jour., 

May 7. 
Surgery, Intrapelvic, The Choice of Routes, Abdominal or Vaginal, in — 

C. Cleveland, N. Y.—Med, Rec, Apr. 23. 

A very interesting clinical contribution on the Surgical 
Treatment of Epilepsy, with a report of fourteen cases, is 
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offered by Dr. Andrew J. McCosh, of New York, in the May 
number of the American Journal of the Medical Sciences, The 
writer unhesitatingly acknowledges the unreliability of 
statistics of cerebral operations, especially in connection 
with focal epilepsy; and also admits that the hopes of several 
years ago in this field of surgery have not been fulfilled, 
which has led many good operators to desert the pursuit of 
of cerebral surgery. And yet progress is being made — lim- , 
itations are becoming understood and appreciated. This is 
pretty well shown in the deductions given by the above 
named writer: 

"The experience of the last twenty years has taught the 
neurologist and the surgeon many useful lessons concerning 
the diagnosis of cerebral lesions, and the possibility of their 
relief by operation. While it cannot be claimed that great 
advances have been made in this branch of surgery, yet we 
are ir a better position than formerly to determine in what 
cases operation should be advised. There are numerous 
reasons, however, why we cannot, with much confidence, 
promise that benefit will follow the operation. Prominent 
among these are the following: 

1. Uncertainty in diagnosis. In the motor areas of the 
cortex the location, if not the character, of the lesion can be 
determined with reasonable certainty; but the diagnosis of 
lesions in the frontal, occipital, and deeper regions is still 
apt to be unreliable. Any one who has witnessed many 
brain operations can testify as to the disappointment of the 
surgeon and, perhaps, the surprise of the neurologists when 
the suspected area of the brain contains no lesion visible, 
at least, to the naked eye. In the practice of most surgeons 
this has occurred so frequently that many of us feel very 
sceptical as to what will be found in any giVen case when 
the skull has been opened. 

2. The inaccessibility of certain portions of the brain. 
While it is true that every point of the cortex can be 
reached, and that we can gain access to some of the deeper 
convolutions, yet certain portions of the brain must always 
remain inaccessible to the surgeon. 

3. The character of the lesion. This may be such as 
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to render its removal either impossible or inadvisable, as, 
for example, a disseminated malignant or even tubercular 
growth; or it may be of such an ill-defined character that 
with the naked eye it is impossible to distinguish diseased 
from healthy brain tissue. The change in the cells may be 
so slight that, after the removal of a portion of the cortex, 
even with the microscope it is difficult to affirm that the le- 
sion was sufficient to produce the epileptic Seizures; on the 
other hand, the fault may lie in an altered blood-supply 
rather than in cell degeneration. 

4. The postoperative lesions. As the result of opera- 
tion, a cicatrix may remain in the cerebral tissue, thickening 
of the membranes or adhesions between the pia and dura 
may result, or, finally, a depressed cicatrix may become ad- 
herent to the cortex, any of which lesions may continue to 
act as a source of cortical irritation. Iu recent years these 
post-operative lesions have been frequently advanced as 
reasons for the failure of cerebral operations. I think, 
however, that their importance has been exaggerated. I be- 
lieve that in a few cases they may act as a strong irritant, 
especially when the cerebral tissue of that particular patient 
has become exceedingly sensitive, owing to long- continued 
irritation. The theory, however, that such irritating cica- 
trices are of common occurrence seems to me to be some- 
what invalidated by the fact that in recent traumatic cases 
extensive operations on skull, membranes, and even brain 
can be done almost with impunity as far as fear of future 
epilepsy is concerned. Most of us are familiar with the ex- 
tensive lacerations and loss of cerebral tissue which occur 
as the result of injury, and yet, if the depressed bone is 
thoroughly removed, it is rare to see epileptic seizures fol- 
low as the result of the traumatism. 

5. The damage which has already been done to the 
neighboring cerebral structures by the lesion for which the 
operation is performed. The gross lesion may be removed, 
and yet, in cases where the irritation has persisted- for 
years, the secondary damage is often irretrievable. 

This same condition will also probably explain why ex- 
cision of the irritated centre in the cortex will so often fail 
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to cure the patient. The sclerosis which has extended from 
the diseased "centre" to neighboring convolutions will con- 
tinue to act as a cortical irritant. It is true that a few bril- 
liant cures have resulted after such excisions, and in cases 
of epilepsy which are distinctly focal it is a perfectly legiti- 
mate procedure to excise that portion of the cortex which, 
under electrical stimulation, is shown to be the centre for 
the affected muscles. Unfortunately, however, the majority 
of cases thus treated have not been cured. This may be 
due to the sclerosis established before the operation or to 
the post-operative cicatrix. If for a period of months after 
the operation there be a temporary cessation of the convul- 
sions, the cicatrix rather than the sclerosis may be blamed.' 

GYNAECOLOGY. 

Ante mature Labors, Some Observations on the Treatment of. — F. A. 

Stahl, Chicago — Am. Gyn. & Obs. Jour., May. 
Oeliohysterotomy and Celio hysterectomy, The Comparative Value of in 

Cases Requiring a Cesarean Section. — B. C. Hirst, Phila. — Am. 

Jour. Obs., May. 
Fistulse, Uretero-vaginal and Uretero-abdominal. — A. H. Ferguson, 

Chicago — Am. Gyn. & Obs. Jour., May. 
Secundines, Birth of the.--E. A. Tucker, N. Y.— Am. Gyn. & Obs. 

Jour., Mav. 
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PEDIATRIC CLINIC— L. Boorsc, M. D., Professor 
of Diseases of Children Wisconsin College of 
Physicians and Surgeo * s Milk uukee, Wisconsin. 

Brain Tumor. — This patient, Louis W., is three years 
and seven months of age. The history obtained from the 
mother is as follows: Up to twelve months of age he was 
to all appearance in good health and as far advanced in phy- 
sical and mental development as the average child at that 
period. The first symptoms to indicate ill- health were an 
irritable and fretful condition, and a gradual loss of flesh 
and strength. The muscular weakness increased, and the 
power of supporting the body in the erect position was soon 
lost. About one month from the beginning of his illness 
his speech became affected, and his limited acquirement of 
this power was soon abolished. His condition gradually 
emaciation increased. The condition of irritability and 
grew worse; muscular activity weaker; deglutition difficult, 
and fre If ulness changed to that of stupidity and somnolence. 
Aside from those changes, with occasional short periods of 
apparent improvement, but on the whole a gradual decline, 
there were no other marked general or local symptoms until 
he was about three years of age. At that period he began 
to have spasms; the spasms at first affecting the limbs on 
the right side and later also involving the limbs of the oppo- 
site side. Two months ago he developed general con- 
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vulsions, which have recurred as frequently as two. ^r three 
times a day since. During the convulsion the eyes are 
turned in toward the nose — convergent strabismus. About 
the time the general convulsions developed it was observed 
4hat his sight was affected; he took no notice of objects 
placed before him. You see he lies perfectly quiet; has no 
voluntary control of his limbs; is perfectly indifferent to 
iiis surroundings and in % a condition of apparent uncon- 
sciousness. There is no pupillary reaction to light, and 
hearing is defective. Deglutition is difficult and emaciation 
-extreme. His bowels are costive; urine voided involunta- 
rily. Ophthalmoscopic examination of the eyes shows optic 
nerve atrophy. There is probable total blindness. There 
is hemiplegia of the right side and contraction of the limbs 
of the opposite side. The tendon reflexes are normal, or 
slightly exaggerated. His temperature is 98° P., pulse 112, 
respiration 24. There is no evidence of diseaseof the thoracic 
or abdominal viscera. The family history is negative as re- 
gards inherited or constitutional diseases. 

The symptoms presented by this case will at once ap- 
peal to you as evidence of a lesion of the central nervous 
system. The general and local manifestations considered in 
the order of their development forms a fairly characteristic 
picture of intra-cranial tumor. Intracranial tumors are 
met with at all periods of life, and are by no means rare at 
this early age. They may occur as congenital lesions. Sta- 
tistics indicate that they occur as frequently before the age 
of twenty as after that period. 

The pathological varieties of intra- cranial tumors and 
the relative frequency of each met with in childhood and 
youth are as follows: Tubercle, glioma, sarcoma, cystic 
tumors, carcinoma and glyo-sarcoma. Other varieties as 
myxoma, lipoma, gumma, etc., are very rarely met with at 
this period. 

The etiology of brain tumors is obscure; our knowledge 
of the cause of these lesions is as limited as that of tumors 
in general. In children traumatism, such as a fall or a blow 
upon the head, is frequently recalled by the parents as hav- 
ing occurred, and assigned as the cause. It is doubtful, 
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however, whether traumatism is a factor of any importance 
whatever in the causation of these lesion^. 

Tuberculous tumors occurring in childhood are prob- 
ably always metastatic or secondary to tuberculosis of othefr 
organs. 

Sarcoma and carcinoma occur also as secondary lesions 
in the majority of cases. 

Age and sex seem to be important etiological factors: 
there appears to be a greater liability* to brain tumor before 
than after the tenth year of life. As regards sex, boys are 
much more liable to brain tumors than girls, the proportion 
being three to two. 

The symptoms of intra-cranial tumors are numerous 
and complex. They vary in accordance with the location of 
the new growth and the degree of intra-cranial pres- 
sure. 

The symptoms may be classified as general and local. 
The general symptoms are due chiefly to the increased intra- 
cranial pressure, and vary in accordance with the size of the 
tumor, the rapidity of its growth, and the vascular changes 
caused by its development. 

The local symptoms depend upon the location of the 
growth, irrespective of its anatomical* character, and are 
due to irritation or destruction of certain centers. 

The most important general symptoms are headache, 
convulsions, psychical changes, vertigo, vomiting, optic 
neuritis and defects of vision. The most constant and ear- 
liest to appear is headache; it is rarely absent but varies 
much in its character, location and severity. The patient 
complains of a dull, continuous pain, with occasional violent 
exacerbations. Every movement or mental effort causes in- 
tense pain. The pain, as a rule, is diffuse and cannot be lo- 
calized. It is sometimes intermittent with periods of com- 
parative relief. The location of the pain bears no direct 
relation to the situation of the intra-cranial growth. When 
localized it is usually referred to as frontal or occipital. It 
is thought to be due to the general increased intracranial 
pressure and the consequent stretqhing of the membranes. 
Sudden outbursts of screaming and constant movements of 
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the head are indications of the existence of headache in in- 
fants. 

The second general symptom of diagnostic importance 
is convulsions. They occur in about fifty per cent, of all 
cases of brain tumor. They vary in severity and charac- 
ter from a slight twitching of the muscles of the face and 
rolling of the eyes with momentary loss of consciousness to 
epileptiform seizures followed by coma. They occur irre- 
spective of the location of the tumor. 

Psychical changes are among the early manifestations 
of intracranial tumor, especially in children. In the early 
stage the child is irritable and fretful, requiring constant 
attention. It refuses to play or to be amused, and prefers 
to lie quiet and undisturbed. Later the condition of irrita- 
bility may give place to lethargy and somnolence. Changes 
in mental activity, as well as of disposition, occur in older 
children. They become dull, stupid and indifferent. A 
condition of mental impairment approaching imbecility, or 
melancholia with or without hallucinations may develop. 
Occasionally periods of maniacal excitement are observed. 
Optic neuritis, or optic nerve atrophy are present in the 
majority of cases, and are important diagnostic symptoms. 
Optic neuritis may be present without impairment of vision, 
but when fully developed, or when optic atrophy exists, im- 
pairment of vision or total blindness results. Optic neuritis 
is usually double. It occurs earlier and is more constant in 
tumors of the cerebellum, corpora quadrigemina and those 
situated at the base than in tumors situated centrally or in 
the cortex. Vomiting is a frequent symptom; it is more 
often observed in children than in adults. It is peculiarly 
characteristic in that it occurs suddenly, is propulsive in 
character and unattended by nausea or retching. It may be 
provoked by sudden movements of the body, and occurs 
without reference to the time of meals. It is a symptom of 
diagnostic importance when associated with other mani- 
festations of intracranial tumors. 

Vertigo is another symptom frequently complained of. 
Its occurrence is more frequent with tumors situated in the 
cerebellum, or at the base, than with tumors located else- 
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where. It may be excited by change of position and is 
sometimes attended with vomiting. 

Disturbances of sleep are less frequently observed in 
cases of tumor in children than in adults. Insomnia some- 
times occurs in the early stages; later, marked stupor or 
somnolence may supervene. 

The pulse is usually slow and irregular in rhythm, but 
toward the close it may become .very rapid. Respiration 
is affected similar to that of the heart's action; with the 
increased intra-cranial pressure it becomes irregular and 
shallow, and as the end approaches it may be of the Cheyne- 
Stokes character. Fever is sometimes observed as a result 
of inflammatory changes in the brain and meninges. 

Local symptoms, as I stated before, depend upon the 
situation of the intra-cranial growth irrespective of its 
anatomical character. Brain tumors may exist without any 
local manifestations whatever. 

The local symptoms at, first are usually of a light char- 
acter, but increase in severity with the development of the 
growth. They may consist of disturbances of motion; of 
sensation; of the special senses, or vasomotor derange- 
ments. 

I will point out upon these charts the more important 
areas which, being involved, produce definite local symp- 
toms. 

When the tumor is limited to one side of the brain the 
local manifestations, as a rule, are unilateral and affect the 
opposite side of the body. 

Tumors of the base usually involve the tracts leading 
from the higher centers to the cord, and the local symptoms 
are apt to be irregular in distribution. In tumors of the 
cortex the symptoms are tolerably well marked and con- 
stant. Headache, circumscribed tenderness of the skull, 
convulsions and mental disturbances are the more prominent 
and frequent symptoms of cortical tumor. The local symp- 
toms will depend upon the area involved. Tumors of the 
frontal lobe present few symptoms and may be entirely 
latent. The most marked symptoms consist of disturbances 
of mental action. 
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Irritation of the motor area from extension of the lesion 
in the frontal lobes may cause spasm of the eye, face, arm 
or leg of the opposite side, but is rarely, or never, followed 
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by paralysis. Tumors involving the third frontal convolu- 
tion of the left side in right-handed persons, and the right- 
side in left-handed persons, may cause motor aphasia or loss- 
of the power of speech. 

Tumors involving the motor convolutions or paracentral 
lobule bordering the fissure of Rolando, produce, as local 
symptoms, spasm or paralysis of the limbs of the opposite* 
side. The distribution of the local manifestations will de- 
pend upon the situation of the tumor in the motor area: in- 
volvement of the upper portion affecting the leg, of the 
middle portion the arm, and of the lower portion the face. 
Local spasms without loss of consciousness due to the irri- 
tation of the cortex usually precedes for some time the de- 
velopment of permanent paralysis. Such attacks are 
known as Jacksonian epilepsy. Early development of 
paralysis is an indication that the tumor is deeply situated 
and involves the motor tracts. Local spasms may be asso- 
ciated with numbness, anaesthesia or other disturbances of 
sensation. Ataxia and anaesthesia may be associated witb 
cortical paralysis, but are more apt to be associated with 
tumors involving the posterior, central and parietal convo- 
lutions. Monoplegia or paralysis of one limb is the form 
usually observed at the outset in tumors involving the motor 
area, but as the growth develops, the paralysis becomes 
more extensive and hemiplegia finally results. 

Tumors of the parietal lobe may produce no local symp- 
toms. Occasionally disturbances of muscular sense, tactile 
sensibility, or tne sense of pain or temperature are noted. 
A tumor affecting the inferior parietal lobe of the left side 
produces the peculiar condition called word-blindness, which 
consists in an inability to recognize printed words. 

Tumors of the occipital lobe cause bilateral hemianop- 
sia on the side opposite the lesion; that is, a tumor of the 
right occipital lobe produces blindness in the left half of 
both eyes, so that the patient sees nothing to the left of a 
vertical line directly in front of him. 

Irritation may precede destruction of the occipital lobe, 
and instead of hemianopsia various disturbances of sight 
may result. The condition called psychical blindness* 
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which consists in an inability to recognize objects formerly 
familiar, may result from tumors of the left occipital lobe 
in right-handed persons, and the same condition may result 
from involvement of the right hemisphere in left-handed 
persons. 

Tumors of the temporosphenoidal lobe produce no defi- 
nite or characteristic symptoms. 

Tumors involving the left temporal convolutions may 
cause the form of aphasia known as word-deafness, in which 
the patient's power of speech is unimpaired, but he is un- 
able to understand what is said to him, or to recall the 
names of persons or objects. 

Tumors within the fissure of Sylvius and involving the 
island of Reil, cause that disturbance of speech known as 
paraphasia, or inability to construct sentences owing to a 
misplacement of words. Extensive tumors in this region 
producing pressure upon the motor tracts, cause monoplegia 
or hemiplegia. 

Tumors of the basal ganglia cause very pronounced 
symptoms which, however, are not of a distinctly local 
character. The symptoms are in greater part due to in- 
volvement of the internal capsule through which the vari- 
ous tracts pass from the cortex to the cruri cerebri. These 
include ail the important tracts connecting the cortex with 
the body, the motor as well as the various sensory tracts. 
Pressure upon any of these tracts will give symptoms ac- 
cordingly. Involvement of the anterior part of the capsule 
may give no symptoms whatever. If the middle fibers are 
affected, hemiplegia or disturbance of articulation results. 
If the posterior fibers of the capsule are involved, hemi- 
anesthesia and hemianopsia are observed. Localized 
spasms do not occur in tumors of the base and general con- 
vulsions are rare. Optic neuritis is an early symptom; ver- 
tigo and vomiting more prominent than headache. 

Tumors of the crura cerebri and corpora quadrigemina 
cause nystagmus, strabismus, vertigo, muscular inco ordi- 
nation with staggering gait. Third nerve pajalysis charac- 
terized by strabismus, dilatation of the pupil and ptosis, in 
combination with hemiplegia of the opposite side, are char. 
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acteristic symptoms of lesions of the crus cerebri. Optic 
neuritis with blindness occurs early in these cases. 

Tumors of the pons and medulla cause numerous though 
quite characteristic symptoms. The symptoms are usually 
bilateral and referable to the cranial nerves upon the same 
side as the tumor, with motor and sensory symptoms of the 
opposite side of the body. A tumor situated in the upper 
half of the pons affects the third and fifth nerves, producing 
extertial strabismus, dilatation of the pupil, ptosis, ulcera- 
tion of the cornea, and disturbances of sensation in the 
course of their distribution. 

Tumors in the lower half of the pons affect the sixth, 
seventh and eighth nerves, causing internal strabismus, 
contracted pupils, facial paralysis, deafness and vertigo. 

Tumors of the medulla cause symptoms referable to 
the glossopharyngeal, pneumogastric, spinal accessory and 
hypoglossal nerves. They are, difficulty of deglutition, 
irregular respiration, irregular pulse, flushing of the face 
with profuse sweating, vomiting, polyuria or glycosuria, re- 
traction of the head and inability to articulate properly. 

Tumors -of the medulla cause, by pressure upon the 
motor or sensory tracts, paralysis, anesthesia of the 
limbs, muscular rigidity and exaggeration of the tendon re- 
flexes. 

The cerebellum is the most frequent location of tumors 
in youth and childhood. Involvement of one hemisphere 
alone may give no local symptoms. It is only when the 
middle lobe is involved directly or indirectly that the char 
acteristic symptoms of cerebellar disease are manifested. 
The symptoms of cerebellar tumor are vertigo and cerebel- 
lar ataxia, vomiting, optic neuritis and occipital headache. 

The diagnosis of intracranial tumor requires a careful 
consideration of both the general and local symptoms, and 
has for its object not alone the determination of the exist- 
ence of a tumor, but its location and pathological character 
as well. The diagnosis of the presence of a brain tumor is 
often a difficult problem. The general symptoms may be 
few and indefinite, and local manifestations entirely want- 
ing. It is more difficult, as a rule, to determine the exist- 
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ence of a brain tumor in infants and young children than in 
adults, for the reason that the higher centers are function- 
ally in an undeveloped condition, and the inhibitory centers 
lack the controlling influence of later life; so that slight 
irritation produces effects that would not be observed from 
the same cause at a later period. Then, again, in infancy 
and early life when the lesion is not rapidly progressive, 
the brain more readily accommodates itself to the condition 
than after the functions are more fully developed. 

The location of the tumor is to be determined chiefly 
from a consideration of the local manifestations. Fre- 
quently the local symptoms are of such a character as to 
point distinctly to the area involved. On the other hand, 
reliable local symptoms may be entirely wanting. This 
may occur with tumors situated in the ventricles, in the 
frontal lobe, in certain parts of the basal ganglia, i. e., the 
lenticular and caudate nucleus and the lateral hemispheres 
of the cerebellum. It must be remembered, also, that 
tumors may cause local symptoms indirectly by compression 
or otherwise, when situated at a considerable distance from 
the area affected. The nature of the tumor is to be deter- 
mined by a consideration of the patient's previous history, 
age, the course of the disease, and from the fact that certain 
tumors show a predilection for certain portions of the brain. 

In the differential diagnosis of brain tumors, abscess, 
tubercular meningitis and chronic hydrocephalus must be 
taken into consideration. The symptoms of abscess which 
distinguish the condition from tumor are as follows: Ab- 
scess is generally attended with fever; the symptoms are 
not so constantly progressive; local symptoms are indefi- 
nite; headache less severe; optic neuritis not so frequent; 
and there is usually a history of traumatism, otitis media 
or other suppurative process. Abscess is comparatively 
rare in infancy. Tubercular meningitis is not apt to be con- 
founded with tumor unless it runs a protracted course, in 
which case the symptoms may simulate those of tubercular 
tumor, with which the meningitis is often associated. The 
points of difference are by no means distinct. As a rule, 
the headache in meningitis is more constant and less severe 
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than in tumor; there is a greater sensitiveness to light and 
sound, and the symptoms in general are more irregular in 
their distribution. 

The general symptoms of chronic hydrocephalus may 
be the same as those of tumor, in fact the symptoms of 
tumor are often due to an associated hydrocephalus. The 
local symptoms of hydrocephalus are bilateral. Spasmodic 
paralysis may occur, but localized spasm is not observed 

In the case before us the general and local symptoms 
point unmistakably to intra-cranial tumor. The duration of 
the illness, covering a period of over two years, and the im- 
perfect data obtainable from the mother as regards the 
mode of development and character of the local symptoms, 
together with the early age at which the symptoms were 
first manifested, renders it impossible to locate definitely 
the lesion. 

The loss of the power of speech was observed early in 
the course of the disease, but owing to the age of the pa- 
tient at that time, and the extremely limited acquirement of 
that power, this symptom must be taken with a considerable 
degree of allowance. The late development of spasms on 
the right side, followed later by paralysis, would indicate, 
first irritation, and later, destruction of the motor area of 
the left side. 

The nature of intracranial tumors is always difficult 
and often impossible to determine. Taking into considera- 
tion the age of the patient, his previous history and the 
duration of his illness, I should regard the lesion as a prob- 
able glioma. 

Our conclusions regarding the nature of his illness im- 
plies an unfavorable prognosis: death may occur suddenly 
in convulsions, or may result from the increasing marasmus 
and exhaustion. 
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MEDICAL CLINIC. Service of Henry M. Lyman, 
M. D., Professor of the Principles and Practice 
of Medicine, Rush Medical College, Chicago. 

Case I. — Premature Senility. This patient has a burning 
sensation, starting in the abdomen and continuing downward 
into his feet which are always cold, although he is better 
than two weeks ago. There is a constant inclination to 
urinate, sometimes a dozen times ^during the night, though 
very little each time and unaccompanied by pain, Tftis de- 
sire to urinate frequently, although the amount is small, is 
one of the marked symptoms of such cases. It is not a dis- 
ease of the bladder, but one of the effects of autointoxication 
which produces over-sensitiveness and inordinate reflex ac- 
tion. With this morbid condition the bladder contracts and 
there is a desire to urinate frequently; while in its normal 
condition it is only excited to action when there is a 
considerable quantity of urine. The feeling of heat and cold 
in the limbs is due to the same over-sensitiveness, which 
amounts almost to hallucination. 

He was in bed thirteen weeks about a year ago and when 
he got up his legs felt so weak he could scarcely walk, and 
had to run to keep from falling forward, which shows a 
marked loss of equilibrium. This is not due local causes in- 
volving the limbs so much as to the effect on the brain. Some- 
times there will be a species of dizziness called Menier's dis- 
ease in which the patient loses more or less the sense of 
hearing, is dizzy, and staggers when he walks, sometimes 
falling to the ground as if he had been struck and becoming 
unconscious. This unsteadiness on the feet and inclination 
to pitch forward, sometimes actually falling, is found in the 
earliest stages of Bright's disease. 

The pain sometimes seems to be in the joints, especially 
when going down stairs, so that his knees knock together. 
In such cases you should always think of possible displace- 
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ment of the synovial cartilage between the head of the tibia 
and femur. This somtimes becomes displaced so that when 
the patient is walking the pinching of this cartilage pro- 
duces violent pain; but you can tell' on examination if a 
foreign body has slipped between the bones and at last will 
discover the cartilages. — there is nothing of that sort here. 
It is very rare to have them displaced in both knees at the 
same time, but he is attacked in both at once. 

Sometimes there is a soreness across the sacrum which 
only lasts a short time. This is associated with stagnation 
of the blood, just as a person who is sick for any length of 
time feels a coldness in the extremities. It is caused by 
spasmodic contraction of the arteries of the cord. The 
spinal cord is nourished by an artery extending along the 
cord and becoming smaller and smaller so that the low- 
er part receives less blood than normal. Under these 
circumstances there is a feeling of distress and dull pain. 
You can experiencethis«by tying a string around your finger, 
when it will begin to ache and become cold because the 
blood does not circulate. This is irrespective of the pain 
produced by the disease itself, as in fevers and rheumatism. 
But this is a different thing although it may be the result 
remotely of intoxication of the body. You will see it some- 
times when a person is about to die; he will put his hand to 
his heart and say, oh, the pain, the pain! It is the cessa- 
tion of the circulation of the blood in the arteries of the 
heart and is often experienced by patients with angina 
pectoris. 

The patient has been very much constipated, and with 
that there is considerable tenderness over the bowels, espec- 
ially over the parts in which the feces are retained. When 
the bowels are thus affected there is usually constipation, 
while in the bladder there is the same affection in a some- 
what less degree. The patient has a desire to empty the 
bowels constantly, which is a very similar condition to that 
of the bladder. In the case of the bowels,' however, we are 
more apt to have actual catarrhal inflammation. These pa- 
tients' are very liable to catarrhal inflammation which is 
sometimes the beginning of the disease. Sometimes the 
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bowels are the first seat of the disease, but in other cases 
the kidneys fail first. A vicious circle is established be- 
tween these organs, the kidneys and alimentary tract. The 
disease will appear first in the kidney, and lastly in the in- 
testine, or first in the intestine and lastly in the kidney, so 
you cannot always decide where it begins first. 

He has no trouble with the heart and lungs and no 
cough. It is in the abdomen the trouble lies. In some pa- 
tients the respiratory tract is more liable to break down, 
while in other cases the mucous membrane of the respiratory 
tract is not included to any degree and the abdominal tract 
will be the one to suffer. 

This mantis 58 years old and for twenty years has 
worked in a machine shop. He worked in a basement where 
there was a bad odor in the morning when it was first 
opened up. He was not obliged to go out except for dinner. 
You will find sometimes a proclivity to disease caused by 
abrupt exposure to drafts of cold, damp air, as when a 
baker goes out from a very warm room in his shirt sleeves 
and the perspiration is suddenly checked. Such people are 
very liable to disease of the liver and kidneys. 

He tells us that he used to drink when twenty years old, 
but has stopped it since coming to this country and now 
only takes a glass of beer occasionaly; and he uses ajpipe- 
ful of tobacco three times a day. Sometimes he drinks tea 
and sometimes a little coffee for breakfast; so you see there 
has been no great excesses to account for this trouble, al- 
though the moderate use of tea, coffee, and tobacco will con- 
tribute to some extent. We must rather look upon this case 
as one of premature senility. This man is 58 years of age 
and the majority of men do not live as long as that. When 
a man gets to be forty-five he begins to pass over to the 
down-hill slope of life and there is a tendency to deterioration. 

The patient has manifested a tendency towards paraple- 
gia, so let us examine a little more carefully into his capac- 
ity for standing and walking. He tells us that some days 
he walks better than others. As I hold his arm while he 
stands with his feet close together I can feel the muscles all 
over the body contracting as though it were difficult to bal- 
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ance himself. The power of equilibrium is diminished, as 
you might expect from the symptoms he has given. 

There is no loss of reflexes. The spinal cord in its de- 
generative process has come to a state in which the inhibi- 
tory powers of the brain are not conveyed to the muscles as 
in health. In a state of health there is a moderate contrac- 
tion of the muscles, but here it is exaggerated and spasmodic 
and different from a case of simple systematic disease. He 
will probably strike his heels on the floor when he walks 
and, while not reeling, walk with hesitancy. This is due 
not to the fact that the reflex paths have been destroyed 
but that the centers in the brain are degenerated. He can 
walk and move his limbs, but with a slow, shuffling gait 
such as we observe usually with elderly people. 

The whole process must be looked at as a degeneration 
that involves the abdominal viscera, notably the bladder, 
stomach, intestines, and liver, and is the result of what may 
be termed natural changes. These you see in the majority 
of people who arrive at great age, only with some it begins 
before sixty, with some before seventy, and with others not 
until eighty; so some are as old at sixty as others as eighty 
or ninety, but the process is the same. You might compare 
it with a factory filled with irachinery. If it is never re- 
paired it gradually gives way until at last the whole thing 
is at a stand-still. So with the human being; the organs do 
not do their work as formerly, the heart begins to fail, and 
the patient is incapable of using his limbs as he once did. 
He begins to shuffle, to shamble and totter, and at last is 
confined to his chair. The disease may have begun in the 
stomach, bladder or kidneys years ago, and the organs 
gradually fail until they finally give out. 

Such patients should be given bread and milk, fruits 
and milk, and be restrained from taking nitrogenous flesh 
food. When the tongue is coated and the liver is largely 
involved, the use of muriatic acid is indicated. When the 
tongue is comparatively clean and the kidneys are not per- 
forming their functions the patient should drink plenty of 
water to stimulate the kidneys and flush them out. Many 
of the infirmities of old age might be deferred by attending 
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to the kidneys early. Otherwise they become less and less 
able to perform their function. 

Case II. Rheumatism — hysteria. — This patient has in- 
terested us very much during her stay in the hospital. She 
does not present as interesting features to-day as she has 
done, or as when she was first admitted, but it will be in- 
structive to hear something about the case. 

She is single; 21 years of age; entered the hospital early 
in the present month, about three weeks ago, and had the 
reputation of having been a strong, robust girl, but took 
cold about the 20th of April, became chilly, and the next 
day fever set in, and with it the swelling of different joints, 
ankle, knee, etc. 

I want to call your attention first to the condition of her 
knee, as the left knee is yet considerably swollen. You no- 
tice the contrast in size with the right one, and there is still 
some degree of redness. There was pain about the wrist 
and hands. The neck also was twisted, drawing the head 
around over the left shoulder. In that condition the patient 
presented herself at the hospital, evidently suffering from 
inflammatory rheumatism. There was a slight jaundice of 
the countenance, and in a. few days there developed an in- 
flammation of the iris of the right eye, of which you can 
still see traces, the characteristic inilammation involving 
the whole circumference of the iris. That was treated with 
atropine. 

In addition to these symptoms there was marked evi- 
dence of hysterical disturbance, so there was a question as 
to whether this was a case of hysteria or inflammatory 
rheumatism. On careful examination, however, it was found 
that the active disease was due to rheumatic infection, while 
the hysterical phenomena were induced by the rheumatism. 
It is not uncommon to find a patient suffering from acute 
disease and at the same time from hysteria. Under such 
circumstances beware of overlooking the real disease. The 
patient improved after a few days of energetic treatment 
and the pain began to subside. 

The pain experienced by patients with rheumatism and 
gout is peculiar and different from pain under ordinary cir- 
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cumstances. The disease so effects the nerve centers that 
impressions are exaggerated. In old times it was not un- 
common to see people suffering from rheumatism or gout so 
hypersasthetic that if you simply pointed your finger at a 
joint they would scream in anticipation of pain. The hy- 
peresthesia is really a part of the disease and is caused by 
the action of toxic poisons upon the brain and nerve 
centers. 

A Frenchman described the pain of gout and rheuma- 
tism as follows: Put your thumb in a thumb-screw and 
after it has been screwed up so tight that you can't possibly 
stand any more pressure — that is rheumatism ; then give it 
three or four more turns, — that is gout! 

The severe symptoms have subsided now and the pa- 
tient is able to lie with her head in the natural position in- 
stead of having it drawn over her shoulder. 

The treatment consisted of ten-grain doses of salicylate 
of soda given every two hours until the pain was relieved. 
The bowels were emptied and small doses of morphia given, 
though usually the salicylate of soda is sufficient to relieve 
the pain. From time to time doses of calomel have been 
administered to act on the bowels. Quinia has been admin * 
istered as a tonic, but for a time it will be necessary to con- 
tinue the salicylate. 

There is a murmur in the heart so that at the present 
time the patient is probably suffering as much from endo- 
cardial inflammation as from the external inflammation in 
the knee-joint. The murmur is very slight in its character, 
but as it is a well known fact that we may have very severe 
endocarditis with slight murmur we must not neglect the 
symptoms. 

It is necessary to keep the patient in bed in order to ef- 
fect a cure, for though it is possible to cure endocarditis in 
certain cases, it is almost impossible if you allow the pktient 
to get up and go about. The disease lasts three months. 
The natural course of the disease is not less than three 
months so far as the joints are concerned, so that patients 
should not be allowed to use the joints until after that time. 
Many patients are careless in this matter and suffer in after 
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years as the result of deformity caused by what appeared 
to be only a trifling endocarditis. 

Case ill. Polyneuritis. — This young woman is single, 
24 years of age, and has been out of health for a consider- 
able time. When eight years of age she had rheumatism. 
Twelve years ago she developed tuberculosis of the hip 
joint, with discharge from tuberculous bone and sinuses that 
discharged pus. She has had various disturbances of di- 
gestion. She became pregnant in April, a little more than 
a year ago, and on account of the tuberculous history there 
was an abortion produced, and since that time she has been 
very much out of health, suffering from exhaustion, with 
pain and wasting of the limbs. All these symptoms have 
been much more prominent during the past six weeks. 

Notice the emaciation of the limbs and the peculiar con- 
dition of the feet; how the feet droop. There is no power 
of extension, but a complete paralysis. The tarsal exten- 
sors and the extensors of the metatarsal bones and phal- 
anges are powerless so she cannot hold her feet in the nat- 
ural position; and there is a loss of normal sensation in the 
lower extremities. 

The condition of the upper extremities is also interest- 
ing. Note the wasted state of the arms and imperfect ex- 
tension of the hands and fingers. She extends the first 
phalanges but the second and third remain unextended. All 
this condition of paresthesia and loss of extension in the 
upper extremities is the same as in the lower. There is 
considerable perspiration of the right hand and arm and a 
sunken condition of the furrows between the metacarpal 
bones; between the first finger and thumb there is little 
more than skin. There is a hollow in the palm, due to atro- 
phy of the muscles, which accounts for the impossibility of 
extension. The same cause produced difficulty of apposi- 
tion of the thumb and fingers with one another; so we have 
evidence of extensive wasting of muscle due to the same 
cause which produced the same effect in the lower extremi- 
ties. 

What is the cause of this wasting? It does not extend 
to the face. She can move her head, close her eyes, extend 
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her tongue, and there is no wasting of this portion of the 
body, so we cannot refer it to cerebral lesions. Only when 
we get to the extremities do we find wasting. It involves 
the peripheral nerves and merely indicates a break in the 
reflex arc. An impression is carried to the spinal cord and 
returned through the nerves from the spinal cord to the 
muscles, but a break of the arc will destroy that reflex move- 
ment. If you break it anywhere the result will be the same. 
It is the peripheral nervous system that is here involved. 
We have polyneuritis, involving the power of sensation and 
of motion, affecting also the nutrition of the muscles. It 
still further involves the function of secretion through loss 
of inhibitory power and the glands have become over-active, 
as appears in the condition of the perspiratory glands of the 
right hand and arm. On the outer aspect of the thigh are 
sinuses that are healed, and we can see a number of scars 
and open sinuses in the neighborhood of the pelvis and ace- 
tabulum. Under these circumstances it is impossible to 
avoid a certain amount of toxaemia, as there must be more 
or less absorption from these foci of inflammation. 

Examining the urine we find traces of albumen, which in- 
dicates that the kidneys are affected. As a matter of fact 
when we have a long continued case of toxic poisoning there 
is a very strong tendency to development of diseases of the 
kidneys and other organs of the body. There is hardly ahy 
glandular structure which may not be involved, so it is diffi- 
cult to resist the impression that we have latent Bright's 
disease or amyloid degeneration of the kidney going on. 

Case IV — A Icoholic Nephritis. We cannot hesitate about 
the diagnosis in this case. This is a young man who has 
been a hard drinker for a number of years, has consumed 
large quantities of beer and whiskey, and has now developed 
dropsy, which has invaded the lower extremities. The ab- 
domen fluctuates on palpation, distinct waves of fluctuation 
move from one side to the other, showing that there is a 
large quantity of fluid and in the peritoneal sac you can see 
the characteristic condition of the scrotum distended with 
dropsical fluid. 

Here is a specimen of the urine that has been heated, 
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and scarcely any fluid escapes from an almost solidified mass. 
Here is a specimen that has been treated with picric acid 
and allowed to stand for a number of hours. Placing a spec- 
imen under the microscope we find granular casts present, 
showing that there is an inflammation involving the secret- 
ing portion of the kidneys. The urine collected during twen- 
ty-four hours is all here, it scarcely amounts to 17 ounces. 

All these symptoms have come on in middle life after a 
number of years of excessive indulgence in alcohol. There 
is a desire to pass urine frequently and but little at a time; 
he gets out of breath easily; urine is of the highest specific 
gravity; and little by little swelling has made its appearance. 
The tubes of the kidneys are involved, which is shown by 
the cas.ts that are thrown off. 

The patient has been in the hospital for some little time, 
and the treatment has consisted in the administration of 
digitalis to aid* the heart in its effort to force blood through 
these damaged organs. Iron is given in the form of Bas- 
ham's mixture for the purpose of restoring the iron which 
is discharged from the red blood corpuscles; also calomel to 
stimulate the alimentary canal. 

Case V.— Neurasthenia. This man is a Polish Jew 
who has been in this country about nine years. Family his- 
torv: Both father and mother alive and about 70, the 
mother being past that age. Six children, three living; 
the other three died in infancy. One sister aged 40. Per- 
sonal history: Age 49, married; health good until 30 years 
of age. There is nothing especial that marked his childhood 
except a fall when twelve or thirteen which cut his head, 
but with no after effects so far as he knows until he was 30 
years old when he began to feel a heaviness in the head, 
especially in the frontal region, which is increased by any 
excitement. This comes on at any time and several times 
during the conversation in the other room he would hesitate 
before answering questions. Occasionally these attacks 
will cause him to forget what he is doing. He is very * for- 
getful. That is the principal trouble from which he com- 
plains. When he sees anything nauseating he attempts to 
vomit but never does. Is generally hypersesthetic under all 
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conditions. Complains of palpitation of the heart. The 
lungs seem to be perfect except a slight bronchial catariji. 
Urine negative. Whenever excited is inclined to urinate 
frequently. Specific gravity 1020 to 1023. No smarting 
when urinating. 

I see nothing to base a diagnosis upon except hyperes- 
thesia and should call him a neurasthenic patient. He takes 
a glass of beer occasionally, and sometimes whiskey, but not 
to excess. Takes snuff but does not smoke or use coffee. 
Complains of trembling in the eyes. In the attacks during 
business when he forgets he does not lose consciousness. It 
is a simple loss of power of concentration and is not epilepsy, 
in which the patient loses consciousness, or nearly so. He 
has never had rheumatism and there is no enlargement of 
the veins about the lower limbs. It is more a feeling of 
heaviness and weight in his head than pain. His hair is 
thinning but not more than a great many others at his 
age. 

There is no evidence of infection and no local disease of 
the heart, lungs, or kidneys. He is well nourished in every 
way. 

We must not be satisfied to simply call it neurasthenia. 
There are so many kinds of this that it is necessary to ex- 
amine him closely and find out which kind we have to deal 
with. There is neurasthenia caused by fatigue, by worry 
and anxiety, and by auto- intoxication, the latter form in- 
volving the liver and kidneys. All of these alternatives 
must be considered before we settle down to a treatment. 
This would be simply neurasthenia due to an over- excitable, 
poorly -nourished, and weakly- constructed nervous system. 
Anxiety, great worry, etc., have undoubtedly contributed. 

What would be the prognosis then? It is rather difficult 
to make a prognosis in a case of this kind. It depends upon 
what influence you have over the patient. The law of sug- 
gestion cuts a great figure, and also whether you can im- 
prove the circumstances of the patient. 

The condition is such that he should stop the use of 
beer and alcohol entirely. Give him to understand that in 
his present condition their continued use will lead to imme- 
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diate breaking down of his physical system, but that with 
proper care he may live to be an old man. 

His bowels are regular, in fact inclined to be too loose. 
Have hi*n take exercise in the open air, and baths. You 
might give feim about a scruple, morning and eveniqg, of 
bromide of sodium or strontium. It might be well also to 
give him a pure bitter, like gentian ; twenty grains of bromide 
of strontium and a teaspoonf ul of tincture of gentian, in half 
a glass of sweetened water, twice a day. 

Case VI. — (Demonstrated by Prof. Jas. B. Herrick)— 
Chronic Mitral Endocarditis in a Child with Acute Exacerba- 
tion; Pleural Effusion. We have here an instance which 
proves that even in early childhood there may be acute en- 
docardial inflammation. This little girl, 12 years of age, 
came to the hospital a few days ago with the diagnosis 
of cardiac disease already made, and it takes but a very 
slight examination to convince one that she is suffering from 
disease of the heart, because of the rapid pulse, the increased 
size of the heart and the loud murmur. 

I think we can rule out congenital disease from the fact 
that up to threa years of age the child was strong and active, 
without any dtaediac symptoms, with no evidence of cyanosis. 
Another reason is that with congenital heart defects we have 
first and foremost enlargement of the right heart, while in 
this instance we have the enlargement very marked in the 
left heart; and the third reason for excluding congenital dis- 
ease is that the murmur in those cases ' is heard near the 
sternum and near the center of the cardiac area or toward 
the base, and here the bruit is far to the left. So I believe 
that we have to deal with acquired heart disease. 

Acquired disease is rendered probable also because at 
the age of three years she suffered from scarlet fever and 
had enlargement of the joints; but, in addition to that inflam- 
mation of the joints, she has since had five or six attacks of 
inflammatory rheumatism. 

To determine the nature of the lesion let us examine the 
chest. You will all notice that there is a little more respir- 
atory motion on the right side of the chest, and that there is 
quibe a diffuse, heaving impulse over the cardiac region. 
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Upon palpation we find that the beat of the heart is with the 
apex-impulse, far to the left of the nipple line. There can 
also be felt a slight thrill, which is diastolic, and, further, a 
shock which corresponds with the time of the closure of the 
pulmonic valves. Upon percussion there is dullness over 
the entire left chest and cardiac dullness extends to the right 
of the sternum. Now this is not strictly in accordance with 
a simple enlargement of the heart. On listening I hear over 
the apex a systolic murmur, widely transmitted. And in 
addition there is a sharp, pulmonic tone plainly accentuated. 
All this, viz., enlarged right and left heart, accentuated pul- 
monic tone, apical systolic murmur, goes to make up one 
lesion, mitral regurgitation. 

In addition to this there is a diastolic thrill, and the 
first tone of the heart is a very loud, snapping sound which 
of itself is enough to call one's attention to the possible ex- 
istence of obstruction at the mitral valve. 

Now, with the snappy first tone at the apex the accen- 
tuated pulmonic tone, the diastolic thrill, and the enlarged 
. right ventricle, one is justified in declaring the existence of 
mitral stenosis even though no diastolic or presystolic mur- 
mur can be heard. We are quite sure there is not a high 
grade of stenosis because of the fair volume of the pulse. 

Now, while we have a heart that is hypertrophied, this 
does not explain why we get this marked dullness all over 
the left chest both in front and behind. 

On percusion there is a feel to this that is like fluid. By . 
that is meant what is termed the * 'sense of resistance." If 
we had three bladders, one filled with air, one with water, 
and one with salt, we could tell even if we were deaf which 
one contained air and which contained water and probably 
wh^ch the solid. One is often justified in saying that ''it 
feels like fluid." The respiratory sounds on this side are 
feeble. 

To clear up doubt I yesterday inserted a hypodermic 
needle and was enabled to withdraw some clear, serous 
fluid. So there is, in addition to the enlarged heart, fluid in 
the pleural cavity. 

One other point, and that is that an enlarged heart may 
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encroach upon, and compress, the lungs and give physical 
signs not unlike those of fluid. We have to remember the 
fact that the heart and pericardium have an antero posterior 
diameter as well as a transverse, and when the pericardium 
is distended by an enlarged heart or by fluid, it encroaches 
on the lungs. It is very common in pericardial effusion to 
find dullness in the axillary space and also posteriorly. In 
children, particularly, the heart will so enlarge that it will 
fill a large portion of the left chest, the lung is compressed, 
and the signs of consolidation or of pleural fluid may be quite 
closely simulated. Therefore in inserting the needle I was 
very careful to pass it just through the chest wall for fear of 
penetrating the heart. 

The diagnosis is therefore, acute rheumatism with recur- 
rences; endocarditis affecting the mitral valves and induc- 
ing stenosis and regurgitation; pleural effusion. It is not 
improbable, furthermore, that there exists in this case an old 
inflammation of the pericardium, though time does not permit 
of discussion of this point. 

This heart, in spite of its pathological condition, is doing 
good work. The reason the patient came into the hospital 
was not on account of the slight cough and dyspnoea, but the 
fever, caused presumably by inflammation of the pleura or 
an exacerbation of the endocarditis. The case has none of 
the features of endocarditis of the malignant type. 

The question of prognosis deserves a word. This child 
is 12 years old, and within a few years nature is going to 
make great demands on her heart. The outlook is, there- 
fore, graver than if she had acquired the disease after the 
age of puberty. 

Under rest, nourishing diet and Basham's mixture her 
condition has already improved. The iron preparation 
seemed indicated by the rather marked condition of anaemia 
which you see exists. 
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A UNIQUE CASE OF INTESTINAL ANASTOMOSIS. 
—Service of E. C. Dudley, M. D., St. Luke's 
Hospital, Chicago. 

The following case is illustrative and instructive. In a 
recent operation at St. Luke's Hospital, Chicago, a large 
friable pus tube was in communication with the bowels at 
two points; after enucleation there was consequently a fis- 
tula too large to be closed at each of these points. The 
bowel wall surrounding the fistula was moreover extremely 
thickened and friable. The first impulse was to resect the 
bowel at each point of injury. Instead of this most formid- 
able operation, however, the following plan was successfully 
adopted. The two openings were brought together and 
united by three rows of fine, continuous catgut sutures. The 
fistulse were thereby utilized as openings for an intestinal 
anastomosis. The abdominal wound was closed without 
drainage, save a slight gauze drain extending from its upper 
angle to the neighborhood of the intestinal sutures. This 
drain was removed after the fourth day. Both intestinal 



Anastomosis of the intestine at the two points where it had com- 
municated with the sactosalpinx. 

and abdominal wounds have permanently closed, the latter 
with slight suppuration. This principle has been employed 
in the repair of gun-shot wounds but, so far as the writer is 
informed, it has never been used in a case like this. 
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GYN/ECOLOGICAL CLINIC. By Franklin H. Mar- 
tin, M. D. Professsr of Gynecology, Post- Grad- 
uate Medical School, Chicago, Assisted by F. A. 
Besley,. M. D., Instructor in Gynaecology. 

Case I. — Patient is married and 40 years of age. Born 
in Germany. Family history: Father died at 64; mother 
living in good health, aged 70; one brother in good health; 
three sisters in good health and three sisters dead. 

Personal history: Menstruated when fourteen; has 
borne four children, labors normal; last child born four years 
ago. Two years ago the patient began having pains in the 
abdomen and back. Kidneys act properly. Has always en- 
joyed good health until the present trouble. Appetite good 
and sleeps well. 

My diagnosis of this case without an anaesthetic exami- 
nation is fibroid of the uterus. It may be necessary to mod- 
ify this diagnosis later, as I now make the examination under 
anaesthetic, although it seems now like a solid tumor of the 
uterus. As I proceed with the examination I find that we 
have a peculiar condition of affairs. The cervix is well up 
under. the symphysis. Back of that is a mass of considera- 
ble size projecting into the vagina through its mucous mem- 
brane, which feels like the cervix of the uterus. Ex- 
tending into the pelvis from this we have a mass like carci- 
nomatous tissue, papillary form, which is soft and brittle, 
and you see I can scoop it out with my finger. Beyond it, 
apparently connected with the uterus, is a mass which seems 
like solid tissue. 

We probably have a more serious condition than we first 
thought. The tissue, as I examine with my finger, gives 
way indefinitely, and I do not know, at first thought, just 
what we ought to do, as the whole lower part of the pelvis 
seems to be involved. There seems to have been a subperi- 
toneal projection at that point which has at last from pres- 
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sure produced pressure atrophy, or from direct extension of 
the cancer has penetrated through. I think you will all 
agree with me that if this is carcinoma there is very little 
justification in opening the abdomen and attempting to re- 
move this tumor. 

If it is a suppurating fibroid which has become impacted 
and necrosed, and from its low resistance has suppurated 
and caused this discharge, a little wait will do no harm, and 
if, after making a microscopical examination, we find it is 
not carcinoma we can remove it. If carcinoma has devel- 
oped in the fibroid, and we find unmistakable signs that we 
have a fibroid to deal with we can then go as far as prudence 
dictates and remove with a cautery. If it is carcinoma it 
has extended to all the surrounding tissues and I do not be- 
lieve that surgery will offer much encouragement. 

I will, therefore, content myself with a thorough curett- 
ment of the necrosed tumor, being careful not to penetrate 
the peritoneal cavity, and, after thorough disinfection of the 
cavity with bichloride solution, displacing the bichloride 
solution with sterilized water, I will then pack the cavity 
with sterilized gauze and await the finding of the pathologist. 

Of course, if it is carcinoma the necrosis will go on and 
the woman will die. 

The treatment for fibroid tumors of the uterus, 
with absolute cure, may be summed up as vaginal or 
abdominal hysterectomy. Fibroids larger than a diame- 
ter of from three to four inches should always be attacked 
from above instead of removed by the vagina, as you can 
better deal with the attachments which may have formed, 
and with infected appendages, and have a larger field in 
which to do your work. Smaller ones should be removed, 
if at all, through the vagina. 

There are two methods of doing an abdominal hysterec- 
tomy. If you have a smooth, uniform fibroid which involves 
the whole uterus the best thing to do is to first ligate the 
ovarian artery on both sides, sever the ligament, and split 
the broad ligament down to its base, which is of considerable 
thickness and contains large numbers of nerves and arteries. 
When you reach that point carefully separate the tissues 
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with your fingers until you have nearly isolated the large 
artery. If you ligate en ?nasse, or near the uterus, you are 
liable to miss a large channel and will have to ligate innu- 
merable arteries. Whereas, if you get the main channel and 
are careful not to get the ureter, and especially if you take 
pains to separate the uterine artery, you are saved much 
extra work. 

After you have tied the artery on one side pull the tumor 
to the other side, separate the broad ligament, and tie the 
artery on that side. Then you can sever the cervix and 
remove the entire uterus. As soon as you remove the tumor 
the cervical canal should be thoroughly disinfected with 1- 50 
bichloride of mercury. It is a good plan, if you want to be 
extremely careful, to pass through the cervix a small gauze 
drain which will insure a small drainage in the vagina, and 
the cervix should be closed so as no*, to allow any of the 
closing sutures to come in contact with its cavity. 

Case II. — Aged 41; occupation, laundress. Family his- 
tory: Father died of consumption; mother alive and healthy . 
Two brothers alive and healthy. Personal history: Men- 
struated when fifteen, married when sixteen. Has had three 
children and one miscarriage. Youngest child 11 years old. 
Has not been well for seven years, and for three years has 
been unable to do her regular work. Menstruates regularly; 
flow normal. Has severe pain in the uterus which comes on 
at any time, but is more severe in the afternoon if she has 
been standing. Has headache constantly and is constipated. 

The patient has not been examined under an anaesthetic 
and no diagnosis has been made except that the pelvis is 
full of something. There is a small polypus hanging from 
the cervix, which gave rise to the belief that she has a 
fibroid. Placing the finger in front of the cervix in the va- 
gina and palpating with the other hand on the abdomen over 
the symphysis I do not find the fundus where it should be. 
Placing the finger behind the cervix I can feel the fundus 
in the posterior cul-de-sac. On attempting to bring the 
uterus forward it constantly flies back as soon as it is re- 
leased, and, as it is drawn more to the left side than to the 
right, I will examine the appendages of that side first. 
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I can feel on the anterior part of the uterus a small 
nodule which is probably a fibroid. The appendages are 
not markedly enlarged. The appendage of the left side I 
am unable to palpate, but I think in all probability we are 
safe in saying this woman has a small fibroma of the uterus 
with infected appendages. Sometime in the past, on ac- 
count of the infected appendages, she has had peritonitis and 
there are adhesions binding the uterus back in its retroverted 
position. 

From the findings we are justified in making an explor- 
atory incision, and will then decide what course to pursue. 
I make the incision with as little haggling as possible and 
two sweeps of the scalpel will usually take one to the sub- 
peritoneal tissue. I then incise the peritoneum between 
forceps, enlarge the opening, and then pack back the intes- 
tines to protect them from the air, from any fluid that may 
find its way into the peritoneal cavity, and from becoming 
bruised by manipulation. We use packs with a small tape 
attached in order that we may place the whole pack in the 
abdomen and not have it partially filling up the wound und 
necessitating a larger opening. To each tape attach a lor- 
ceps and, by following up the tape, you can always find the 
sponge. 

I find the uterus retroverted and thoroughly impacted in 
the posterior cul-de-sac and I bring it forward. On its pos- 
terior surface are a number of thin, cobweb adhesions, and 
in the cul-de-sac are more of them, which drew the uterus 
back when making the examination. I find low down on the 
cervix a fibroid about the size of my thumb, but cannot find 
the smallest sign of such development in the uterus. The 
diagnosis of this small tumor was made by one of the mem- 
bers of the class when the case was examined in the ante 
room. I incise its capsule and enucleate the tumor. There 
is very little bleeding at the point from which it was re- 
moved and we will close the cavity with buried catgut. 
Then, as there are no other signs of development apparent 
and the uterus is not markedly enlarged, we will remove the 
appendages and fix the uterus to the abdominal wall. You 
know Lawson Tait, with a great deal of vehemence, is still 
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advocating the removal of the appendages for fibroids 
claiming that in twelve cases out of thirteen he gets cessa- 
tion of the growth and cure. He talks strongly against re- 
moving the uterus, based upon' the fact that the immediate 
mortality is less with his operation, and that the woman is 
better off with her uterus than without it. So, while we do 
not have to accept the opinion of Lawson Tait, as a univer- 
sal rule to follow in the treatment of fibroids, it helps us 
out nicely in a case like this. 

First, then, we will look after the appendages. We 
have had peritoneal inflammation to the extent of covering 
the organs with adhesions, and the appendages on the left 
side are infected and adherent, the adhesions covering the 
ovary completely. In ligating off the ovaries with the idea 
of producing an artificial menopause it is desirable to in- 
clude all the ovary and all the tube. To secure the ligature 
of the pedicle on both sides take the utero-ovarian ligament 
as an anchorage on one side and the inf undibulo-pelvic on 
the other, thus making it impossible for the suture to slip 
over the edge. Tie well down, including the horn of the 
uterus in the grasp of the ligature. It is better to anchor 
the ligature in this way than to transfix the broad ligament, 
as in the latter method you are liable to wound a vein and 
haemorrhage will occur in the broad ligament beneath the 
ligature and thus make a little hsematoma in your pedicle 
beneath your ligature, which will have to be absorbed; and 
when profuse bleeding occurs such a quantity of blood might 
become infected. It would be like leaving blood in the peri- 
toneal cavity. 

I now cut off the tissues, including the ovary and tube, 
leaving a considerable button of tissue; I then render the 
pedicle antiseptic with strong bichloride solution. 

I now pass to the opposite side where we felt the large 
ovary. It is not adherent to the extent of its fellow, al- 
though it is covered with these fine, cobweb adhesions 
which I gradually scrape off. The reason I speak of these 
hematomas, and urge fixing the ligature as I do, is because 
you will find them dwelt upon by Lawson Tait and his stu- 
dents who are in the habit of transfixing the broad ligament. 
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The catgut we use here is prepared by submitting it to 
formaldehyde gas until it is perfectly aseptic; it is then 
boiled for twenty minutes in 1:1,000 pyoktanin solution and 
water. Th* formaldehyde makes it clean and the pyoktanin 
antiseptic, so that even if you should plant bacteria upon it 
they would not grow, as it would destroy them. 

Now that we have this uterus well up I will attach it to 
the abdominal wall by drawing through the fundus the ura- 
chus or a strip of peritoneal tissue. I find here the urachus 
and will make it the backbone of our strip, taking with it a 
strip of peritoneum about two centimeters in width from 
the right side of the wound and drawing it through the fun- 
dus of the uterus with a Cleveland needle ligature carrier 
back of the crest. As a temporary support we will fasten 
the uterus with catgut, which will hold until the urachus 
has become fixed, attaching it only to the peritoneal and 
subperitoneal tissue on either side of the wound. If this 
was a case in which we did not remove the ovaries, and the 
woman was anxious to bear children, we would use a strip 
of peritoneum without the urachtls, as such a fixation will 
allow the uterus to rise if pregnancy should occur. 

We sew the abdominal wound with interrupted sutures, 
including all the tissues, as I believe we get a better wound 
in that way than in sewing the parts separately. The ura- 
chus is really a ligament of the bladder, and if we should 
draw it up with great tension we might draw the fundus in 
such a way as to produce great distress, but we make very 
slight tension. To secure the upper free end of the urachus 
we lay the strip of tissue in the wound, and, if the wound 
heals, fixation must be complete if the urachus is nourished 
and its integrity is maintained, We can never know posi- 
tively about these things except from the effect as observed 
in the cases later. My results have been most satisfactory 
since I began this method of ventral fixation. The reason I 
prefer it to any other method is that we have the fixation 
without the necessity of permanent buried sutures. 

In the Kelly operation wh^re silk or silk- worm gut is 
used every little while one of them will become infected, a 
fistula will form, and suppuration will continue until the 
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suture is drawn out. About two weeks ago I operated on a 
woman who had been previously operated on in Kansas City, 
and in whose case silk was used. About six months ago a 
fistula developod and discharged. The physician probed 
the wound and removed a thread, hoping that would cure 
the case, but two weeks ago I removed the silk on the oppo- 
site side. That woman has been bedridden for about two 
years, simply because something was used to close the ab 
dominal wound which could become infected. If the ura* 
chus had been used it would have been nourished and there 
would have been no possibility of a fistula forming as a con- 
sequence of a buried suture. If you use catgut alone it will 
absorb, and if the adhesions are not very strong the opera- 
tion will be a failure. You cannot depend on catgut with 
safety as a suture in doing this operation. 

We were very careful in closing this wound before tying 
the sutures to render it perfectly clean with bichloride so- 
lution, not allowing it to come in contact with the periton- 
eum. The wound will be cpvered with sterilized gauze, ster. 
ilized within the last forty- eight hours, and the dressing 
will be allowed to remain until a week from to-day, unless 
the patient has temperature or other signs of suppuration. 
If at any time previous the patient has symptoms which 
might be caused by supperation of the wound, the dressing 
will be removed and the wound washed with bichloride of 
mercury solution and re -dressed exactly as we are doing 
now. 

The after treatment of a case like this is very simple, 
but of great importance. The patient will live for four or 
five days without any nourishment, so nourishment, while 
important, is not of vital necessity; but she is not liable to 
live unless we succeed in keeping the bowels empty and 
free from gas. So the first thing after getting the patient 
over the shock of the operation is the regulation of the 
bowels. Every six hours from this time until the bowels 
are flat and she has had one or two through-and-through 
movements we will see that gas passes freely, even if we 
have to use a stimulating enema. One of the best enemas is 
composed of glycerine, sulphate of magnesia, and water, 
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equal parts. If gas does not pass in one-half hour it is re* 
pea ted, and if it does not pass in another half hour the 
quantity will be doubled. 

As soon as she leaves the table we will begin giving her 
liquid citrate of magnesia, one ounce every hour. Alternat- 
ing with this, in order to stimulate the bowels, we will give 
her hot water in ounce doses, and afterward in two-ounce 
doses. At the end of twenty-four hours she may have a little 
nourishment, using a predigested food, as peptonized milk. 
After forty-eight hours give meat broth. At the end of the 
third day gruel may be given. At the end of the fourth day 
we should get a throughand-through movement of the 
bowels. At the end of the fourth day allow her to chew some- 
thing, as rare beefsteak, or if sh^ objects to that give some 
of the aromatic gums, something to start the saliva. At the 
end of the first week give semi solid food, and at the end of 
the third week she can take almost anything that it is safe 
for a patient to eat who is confined to bed. 

Case III. — This patient is married and 24 years old. 
Born in Switzerland. Family history: Parents living in 
good health; one brother living; one dead, drowned; two 
sisters living. Personal history: Menstruated at fourteen, 
has never borne children. About six months ago began hav- 
ing excessive hemorrhages at her periods, lasting some- 
times six weeks. Sleeps well, but is not able to attend to 
ordinary housework at present. Appetite poor. 

There has been no diagnosis made in this case, as the 
patient has not been examined under an anaesthetic. If the 
cervix is near the mouth of the vagina we are pretty sure to 
find the uterus retroverted, and we find it so here. Placing 
the finger in front of the cervix I cannot grasp the fundus 
by the palpating hand above, but placing the finger behind 
the cervix I can feel the fundus low down in the posterior 
cul-de-sac, and it does not seem to replace readily. The 
fundus can be brought forward by pushing the cervix well 
back, but it does not remain, and the fundus seems to drag 
with it the posterior tissues. 

Off to the left I find an enlarged tube about the size of 
an egg. On the right side I fipd another tube that is 
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fixed and considerably larger than the one on the other side 
So we have a retroverted uterus which can be brought for- 
ward, but immediately retracts, a tumor of the right side 
which feels very much like a cystic ovary, a tumor of the 
left side low down in the pelvis which may be an ovary or 
tube, or both. 

This case was examined by Dr. Besley without an an- 
aesthetic, and is one of those cases which it is difficult to 
make anything out of. The diagnosis was unsatisfactory in 
every way. The fact that the disease here seems to be 
where the appendages should be, that it is bilateral, would 
rather incline us to believe that we have specific infection to 
deal with which has involved the appendages. 

I will curette the uterus, as there is undoubtedly some 
endometritis. As extra-uterine pregnancy frequently occurs 
in women who have been sterile, we must bear that in mind 
as a possibility. After a thorough curetting, such as you 
have seen me make, I proceed with a laparotomy. 

Our first incision is down to the aponeurosis of the ex- 
ternal oblique and then through that to the peritoneum. 
Take that up on the forceps as before so as to have a trans- 
verse cycle-like fold projecting. As soon as the peritoneum 
is open I separate the wound and pack back the intestines 
to protect them from the air and any fluid which may escape 
during the operation, and then seek the uterus as my first 
landmark in unraveling our puzzle. 

The mass on the left side is a tube and ovary. On the 
other side is a large tube going off from the horn of the 
uterus, and there is an intestine adherent to the mass; and 
on the posterior portion of the uterus in another adherent 
intestine. I separate them carefully, keeping close to the 
uterus, and at the same time manipulate the uterus up in 
position. This large corrugated tube spreads out over the 
tissues to the left. I have separated the adhesions of the 
intestines and find beneath this large tube a cyst which is 
probably of the ovary. Following the line of demarkation 
between the tube and tissues we gradually bring up what 
seems to be a tubo-ovarian cyst, that is,a large, tnimpet-like 
tube, grasping the ovary beneath which it has embraced and 
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infected. Like almost all things which make trouble it is 
beautiful to look upon. 

We have every reason to believe that this woman was 
infected with gonorrheal infection. This is almost a typi- 
cal condition to find after specific infection which will lie 
dormant for a long time and after a while lose its septic 
quality. Because the broad ligament is infected to such an 
extent I will transfix it, as well as catch the edges. As we 
enucleated beneath the broad ligament, I am anxious to 
cover as much of the raw surface with my ligature as possi- 
ble, and I have, therefore, brought up a piece of the broad 
ligament. The contents of this cyst was once pus, of 
course, and gradually became less and less virulent until it 
became sterile; then the organized portion of the fluid became 
absorbed and we had left a tubo-ovarian cyst, containing al- 
most clear fluid. I tie the ovarian artery on this side out- 
side of my pedicle ligature because we have a large pedicle 
and it will, to a degree, shut off the blood supply to the 
oozing tissues beneath. 

On the other side we find another cystic lot of tissue to 
which the intestines are adherent. Breaking up these ad- 
hesions we find the omentum also adherent. Gradually 
lifting it up and unraveling it from its covering we find an 
ovary and tube. We can readily see why this woman is 
sterile, as both tubes are obliterated and no amount of sen- 
timent can make us feel that we are not justified in remov- 
ing them. 1 suppose no one can conceive, if they have not 
experienced it, the amount of misery a patient like this has 
been obliged to endure. 

This uterus is now perfectly movable and we suspend 
it exactly as we did the other one. Our artificial suspenso- 
ry ligament here is a ligament strong enough to support a 
uterus which weighs ten pounds. The way we suspend it 
here, immediately burying the ligament, leaves no part that 
is unburied and, therefore, it does not make a long sling, 
holding the uterus a long distance from the abdominal wall, 
but brings it up snugly. It has a strong hold upon the 
uterus, but at the same time allows a large range of move- 
ment, as this tissue is peritoneal and subperitoneal, so that 



Digitized by 



Google 



218 MARTIN: GYNAECOLOGICAL CLINIC. 

in all probability pregnancy might occur (if we had not 
made it impossible by our operation) and go on to term. 



At the recent German Surgical Congress Prof. KrOnlein, 
of Zurich, announced the statistics of his clinic touching the 
value of serum therapy in diphtheria. It seems that KrOn- 
lein's experience was but a reflection of a great many others 
in Germany, for the report, after KrOnlein had finished his 
papor and retired, goes onto say: "The President called 
for discussion and even repeated his request, but the statis- 
tics seemed to express the experience of all, and none could 
add to the. value of the facts." 

KrOnlein announced that se^um therapy had well passed 
the stage of experiment. He had used this method of treat- 
ment upon every case entering his clinic since its introduc- 
tion in 1894, and he gave the statistics for the last three 
years, as well as for fourteen years preceding 1894, and 
drew a comparison between the two periods. 

Total No. of diphtheria cases before Introduction of serum 1339 

Total No. of deaths 694 

Percentage of deaths 39 per cent. 

Total No. of cases after introduction of serum 437 

Total No. of deaths 55 

Percentage of deaths 12 per cent. 

No. cases operated on (tracheotomy, etc.) before serum 662 

No. of deaths 432 

Percentage of deaths 66 per cent. 

No. of cases operated on after the introduction of serum 101 

No. of deaths 36 

Percentage of deaths 35 per cent. 

No. of cases without operation before serum 674 

No. of deaths 96 

Percentage of deaths 14 per cent. 

No. of cases without operation after introduction of serum 326 

No. of deaths 19 

Percentage of deaths 5 per cent. 
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CLINICAL LECTURES ON DISEASES OF THE 
HEART, LUNGS AND PLEURA.— By Joseph M. 
Pattern, M. D., Professor of Internal Medicine, 
Chicago Policlinic. 

BRONCHIECTASIS. 

Dilatation of the bronchi is comparatively rarely ob- 
served clincally. Antomically it is not uncommon in its 
association with tuberculosis and other morbid processes of 
the lungs and pleura. In adults it is usually a secondary, 
chronic affection. In children an acute form occurs, usual- 
ly in association with secondary bronchitis in rickety child- 
ren (Carr). Bronchiectasis is most common in males. It 
occurs at any age but is mosi common during middle life- 

jEtiology.— Bronchiectasis is always secondary to 
some disease of the bronchi, lung or pleura. Chronic bron- 
chitis, pulmonary cirrhosis, broncho- pneumonia, pulmonary 
tuberculosis and chronic pleurisy are its most frequent as- 
sociations. Changes in the bronchial wall and peribronchial 
tissue, which weaken and destroy the elasticity of the bron- 
chi, are the immediate factors in the production of the dila- 
tation. These changes are most often induced by chronic 
bronchitis, stenosis or obstruction of the bronchi, pulmo- 
nary collapse, pneumonia. emphysema ( cirrhosis of the 
lung, and the various effects of chronic pleurisy. 

Morbid anatomy. — The dilatation of the tubes may 
be either cylindrical or saccular. The dilatations may be 
connected by tubes of normal calibre — the moniliform dila- 
tation of Cruveilhier. Cylindrical dilatation occurs most 
often in the larger tubes. Usually there are constrictions 
at various points. Saccular dilatation may involve large 
sections of the lungs, the lung tissue having disappeared 
and in its place are numerous sacks with an opening in the 
bottom of each. A whole lobe may be thus affected ("turtle 
lung"). The terminal bronchi are usually affected first and 
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the size of the dilatation is proportionately greater than in 
the larger tubes (Bierrner), The terminal extremities of 
the tubes are closed or obliterated early in the disease. In 
a large proportion of cases both lungs are affected. The 
acute form in children involves many tubes. When dilata- 
tion results from obstruction of a tube, collapse of lung tis- 
sue, pleurisy, etc., it is limited to the are& of lung involved . 
The lower lobes are most often involved primarily, the apex 
when secondary to tuberculosis 

The bronchial tubes exhibit the various evidences of 
chronic inflammation of the mucosa. The walls and peri- 
bronchial tissue are thickened. In the sacculated form the 
walls may be thin. The tubes may be empty or may contain 
purulent, foetid fluid of a gray or yellowish color, curdy or 
inspissated; or, they may be filled with a clear, jelly-like 
mucus without any particular odor. Various changes oc- 
cur in the lungs and pleurae. Areas of gangrene occur 
around dilated tubes. In the acute form in children the 
chief changes are: Acute peribronchitis; the presence of 
innumerable small cavities; small air-containing vessels on 
the surface of the lungs (Fowler.) 

Clinical history. — Paroxysmal cough with the ex- 
pectoration of quanties of purulent and offensive secretion, 
more or less dyspnoea, some pain, occasional haemoptysis 
and occasionally fever, are the usual features of the history. 
The cough occurs in the morning or evening. As a rule 
the intervals are comparatively free from cough and expec- 
toration. The quantities expectorated at once, varies from 
two to ten or twelve ounces, and from half a pint to two 
quarts in twenty-four hours. If drainage is good, the cav- 
ity will empty completely at a paroxysm of coughing. 
Some cavities only drain when the patient is in certain po- 
sitions. The odor of the sputum or breath may be very 
offensive or it may not be noticeable. 

The following case was one of saccular dilatation of the 
lower branch of the left bronchus: 

Young woman aged 22. Had a prolonged attack of 
bronchitis when seventeen years old. Has had paroxysmal 
cough ever since with considerable expectoration. For last 
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four years has had coughing spells in morning or evening 
when she would expectorate a quantity of mucus. For last 
two years these spells occur in the morning shortly after 
rising. By getting in the knee-chest position with the left 
shoulder as low as possible she is able to raise about six or 
eight ounces of sputum in a few minutes, and is then free 
from cough for the most of the day. The sputum is seldom 
offensive. The expansion of the left side is slow and some- 
what less than of the right. The fremitus is slightly in- 
creased below the level of the third rib, percussion note 
nearly normal, inspiration interrupted and wavy over a , 
space extending from the third to the fifth ribs in the anter- 
ior axillary line. Loud metallic rales are heard over the 
same area. 

Symptoms and diagnosis.— The physical signs ob- 
tained in cases of bronchiectasis show every possible varia- 
tion in accordanoe with the conditions with which it is asso- 
ciated. The percussion note may be dull if the cavity is full; 
if empty, the percussion note is raised, hollow or extra 
resonant according as the fibrosis is marked or not. 
Cracked-pot sound may be obtained in tubercular dilatations 
of the upper lobe. In cylindrical dilatation the respiratory 
sound will be tubular, blowing or hollow. Inspiration and 
expiration may be wavy in character. In saccular dilatation 
the breathing may be cavernous. There may be loud, 
gurgling rales. At the end of inspiration a short puff or 
blow may be heard, seemingly close to the ear (the "veiled 
puff" of Skoda). The wavy, irregular character of the in- 
spiration or expiration, and loud metallic crackles or gurgles 
over a limited area, are the most characteristic evidences of 
bronchiectasis. When a whole lung is full of small cavities 
the percussion note may be tympanitic and the auscultatory 
signs will be ill defined and low in pitch. Clubbing of the 
fingers and toes may be marked. 

The character of the sputum and the method of expec- 
toration generally suffices to distinguish bronchiectasis 
from emphysema. Pulmonary gangrene is generally sec- 
ondary to acute pneumonia or to tuberculosis. Examina- 
tion of the sputum is generally necessary to exclude tuber- 
culosis, though the course of the two affections is different. 
Tuberculosis may occur secondary to bronchiectasis. Lo- 
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calized empyema opening into the lung may be confused 
with bronchiectasis, but its history, associated conditions 
of the lung and pleura, and puncture, when that is possible, 
will differentiate. 

Bronchiectasis is rarely, if ever, recovered from. It 
may end in gangrene, lobular pneumonia, fatal haemopty- 
sis, or some cardiac or renal complication. 

Treatment. — The indications are to maintain the gen- 
eral strength and nutrition and to disinfect the bronchial 
tract. Superficially situated dilatations, especially of the 
larger tubes may be disinfected by inhalations of aristol, 
menthol, eucalyptus, creasote. guaiacol, tar or turpentine 
sprays. 

In a woman of 35, who had suffered from a bronchial 
dilatation in the anterior middle portion of the right lung, 
and who expectorated over a pint of mucus every twenty- 
four hours, disinfection of the expectoration, which was 
very offensive at times, was accomplished by the inhalation 
of a spray of aristol (3 per cent.). This was used every 
other day and made the trouble quite bearable. 

More energetic treatment consists in the continuous in- 
halation of coal-tar, creasote, guaiacol or cresoline vapor; 
intratracheal injections; and hypodermic injections of ster- 
ilized guaiacol or creasote. The vapor bath (Chaplin) is 
given in a small room or compartment clear of furniture. 
Commercial creasote is heated in a metal saucer over a 
spirit lamp until clouds of vapor fill the room. The pa- 
tient's clothes are protected by a cover, the eyes by goggles, 
the nares by cotton plugs, and the hair, in women, by a bag. 
The bath is given every other day at first, for fifteen or 
twenty minutes, gradually increasing to an hour every day. 
The bath produces violent coughing and profuse expectora- 
tion and sometimes vomiting. 

Intratracheal injections (Rosenberg) are made by inject- 
ing a dram of the solution into the trachea by means of a 
syringe, passing the nozzle of the syringe below the vocal 
chords. Menthol (5-10 per cent.), guaiacol (2 percent.), 
singly or combined, in oive oil, is recommended. By the 
hypodermic method, thirty minims of twenty-five per cent. 
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solution of guaiacol or creasote in sterilized olive oil, may be 
used but does not appear to have any advantage over the 
inhalation methods of which the vapor bath is, according to 
Fowler, decidedly efficacious. 

Surgical treatment of a bronchiectatic cavity is seldom 
possible, though in some instances may be advisable. 

BRONCHIAL STENOSIS. 

General narrowing of the bronchial tubes resulting 
from inflammatory swelling, catarrhal, croupous or diph- 
theritic exudation is not included under this caption. 

.Etiology. — Local bronchial stenosis arises from for- 
eign bodies in the bronchi, cicatricial contraction of bron- 
chial ulcers, sclerosis of the bronchial wall, malignant 
growths, aneurisms, tumors of the lung or mediastinum or 
hydatid tumors. 

Morbid anatomy. — Foreign bodies are apt to lodge in 
the right bronchus as that branch is more nearly in line with 
the trachea in most individuals. Articles several inches in 
length may, however, enter the left bronchus. Cicatricial 
stenosis are almost invariably of syphilitic origin. Gum- 
matous infiltrations of the mucosa break down, ulcerations 
result and the subsequent scars and thickened submucous 
layer cause stenosis in one or several situations. In chronic 
disseminated tuberculosis there maybe stenosis of the tubes 
from thickening of the wall at points adjacent to a fibrous tu- 
bercular nodule, and also from the cicatricial wall which 
surrounds a cavity, involving also the entering bronchus 
(Powell). A stenosis effected gradually, tends to the pro- 
duction and retention of secretion behind the stenosis and 
results in dilatation of the tube and fibrosis of the surround- 
ing tissue. 

A cavity may become closed and its contents become cre- 
taceous or there may be intermittent discharge of its con- 
tents under pressure of accumulated secretions. In rapidly 
developed and complete stenosis there is collapse of the 
area of lung tissue supplied. 

Clinical history.— The history is variable. It is as- 
tonishing what tolerance there is for foreign bodies in the 
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bronchi, provided they do not lodge at any of the specially 
sensitive points. 

A boy 15 years old, placed a blow pipe over a hat pin 
which was loosely stuck in the floor. (The pin was steel, 
about six or seven inches long and with a round ebony head.) 
In attempting to suck the pin out of the floor he drew it 
into his throat. He had a short coughing spell which soon 
subsided. The pin had disappeared. During the next day 
there was occasional coughing spells which were not severe. 
Examination showed slow expansion of the left lung, partial 
suppression of respiratory sounds in the same side with ex- 
aggeration of the respiration on the right side. There were 
no local signs of obstruction. Tracheotomy was performed 
and the pin found in the left bronchus. It was broken in 
the effort at extraction, the head and about three inches of 
the shank being obtained. Three days afterward the re- 
mainder of the pin was coughed up. No subsequent ill 
effects. 

Stenosis of the main bronchus will cause dyspnoea 
and there is more or* less cough and expectoration which 
may be similar to that of bronchiectasis. The cough may 
be spasmodic or laryngeal in type. There may be 
pain if pulmonary collapse and dry pleurisy occurs. 
Tumors, aneurisms and syphilis will modify the history. 

Symptoms and diagnosis.— Partial stenosis gives rise 
to diminished expansion of the affected side, recession of 
the interspaces, costal margin, episternal and supraclavicu- 
lar regions ;diminished vocal fremitus, resonance and respir- 
atory murmur. Rales and fremitus may be obtained over 
the site of the obstruction, and interscapular stridor may be 
heard. When the stenosis is of long standing or is com- 
plete, signs of bronchiectasis, pulmonary fibrosis, consolida- 
tion or collapse, with contraction of the side, will appear. 
The unaffected lung shows a greater or less degree of com- 
pensatory action with a corresponding intensification of the 
physical signs. 

When the examination leaves doubt as to the nature of 
the obstruction, the probabilities favor aneurism, medias- 
tinal growth, or cicatricial contraction from syphlitic gumma 
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(Fowler.) In stenosis from aneurism and malignant growths 
the signs of these conditions develop early. Stenosis in 
association with consolidation and profuse expectoration 
may be mistaken for tuberculosis, empyema, or pneumonia. 
The diagnosis is sometimes very difficult. 

Treatment. — The treatment is largely symptomatic. 
In syphilitic or aneurismal stenosis, iodide of potassium in 
large doses should be used. Chloroform or oxygen may be 
used for the paroxysmal dyspnoea caused by aneurism. 
Powell recommends nitroglycerine for the same purpose. 
Expectorants may give some relieve, though as a rule they 
are of little use. 

PULMONARY COLLAPSE. 

Collapse of the lung may be congenital (atelectasis) or 
acquired. The term atelectasis was formerly reserved for 
cases of partial or complete failure to expand the lungs at 
birth while collapse referred to the airless condition of 
lung tissue which had exercised function. The two terms 
are largely used synonomously at present but we shall use 
the unqualified term collapse as referring to the acquired 
variety. Undoubtedly, in some instances of the congenital 
form, the term atelectasis is etymologically more correct. 

^Etiology. — Congenital collapse occurs from obstruc- 
tion of the bronchi by mucus, meconium or the pressure of 
enlarged bronchial glands. Enlargement of the abdomen 
may cause collapse by interfering with the action of the 
diaphragm, or collapse may occur from congenital disease, 
muscular weakness,or from mechanical injury during labor. 
Collapse of the lung occurs from bronchial obstruction, from 
bronchitis or broncho-pneumonia, especially in connection 
with whooping cough or measles, from diphtheria of the 
bronchi or trachea, fibrinous bronchitis, bronchiolitis, oedema 
of the lungs, thoracic aneurism, mediastinal tumors, bron- 
chial stenosis, bronchiectasis (from mucus obstruction), pul- 
monary embolism, thrombosis and infarction. The various 
diseases and morbid growths of the nasal, pharyngeal or 
laryngeal passages may, if sufficiently severe or prolonged, 
cause collapse of the lung. Pressure on the lung from 
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pleural effusions or on the diaphragm from abdominal dis- 
tention may cause collapse. An opening into the pleural 
cavity is always followed by more or less collapse of the 
lung. Pneumothorax and pyopneumothorax are followed 
by collapse more or less complete. Great weakness or 
paralysis of the inspiratory muscles or of the diaphragm, 
such as occurs in severe or prolonged fevers or in weak and 
bidly nourished. rachitic children, may cause collapse of the 
lower portion of the lungs. Weakness of the intercostal 
muscles, with partial collapse of the lower portion of the 
lungs during the first year of life, produces contraction of 
the lower portion of the chest with "pigeon breast," and 
other deformities of the costo-sternal articulations. 

The generally accepted view as to the mechanism of the 
production of collapse of the lung is that it is due to absorp- 
tion of air from portions of lung tissue whose bronchi are 
obstructed by secretion or other causes. The absorption 
occurs through the agency of the blood vessels, alveolar 
walls and the elasticity of the lung tissue (Lichtheim). In 
collapse occurring without bronchial obstruction, it is sup- 
posed to be due to paralysis of the inspiratory muscles 
(Fagge, Pearson— Irvine). 

Morrid anatomy. — Areas of collapse are usually more 
marked in the surface of the lung than In the deeper parts. 
The margins of the lower lobes along the vertebrae, the mid- 
dle lobe of the right lung and the peripheral portions of the 
upper left lobe, are the usual sites for collapse. The col- 
lapsed areas present as irregular, depressed, bluish-red or 
violet colored masses which are smooth and resistant, do 
not crepitate, and which sink in water. Serum may be ex- 
pressed from the tissue, which is usually somewhat con 
gested. If the collapse has not existed very long the area 
may be dilated by insufflation, when it will be. red in color 
and crepitant. Numerous small areas or large tracts may 
be affected according to the extent of the cause. Incom- 
plete collapse of a lung, as from pleural effusion, the organ is 
heavy, airless, of a bluish-gray color and less shiny than the 
lobulated variety. 

A collapsed portion of lung may regain its normal con- 
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dition, may become oedematous and congested (splenization), 
or, in compression collapse, when comparatively large areas 
are involved, the air is gradually expelled or absorbed and 
.the tissue becomes dry, tough and flesh-like (carnification). 
When the collapse is permanent the alveoli are compressed 
and obliterated. Interstitial tissue developments occur. 
The small bronchi may dilate and contain pus. Atrophic 
changes may occur and a local mass of indurated tissue may 
remain. 

Extensive congenital collapse may cause sufficient ob- 
struction of the pulmonary circulation to prevent the closure 
of the foramen ovale and the ductus arteriosus and cause 
dilatation and hypertrophy of the right heart. 

Clinical history.— In congenital collapse there may 
be a history of sleepiness and inability to nurse, feebleness 
and arrested growth, coldness, lividity; cyanosis, asphyxia 
or convulsions may be present if some congenital lesion of 
the circulation complicates the case. The history of col- 
lapse of the lung is the history of its aetiological fact- 
ors. 

Symptoms and diagnosis. — In congenital collapse the 
child is feeble, cries weakly, the temperature is sub-normal, 
the breathing slow and feeble. There is inspiratory reces- 
sion of the interspaces and the lateral region of the chest. 
The lower chest is contracted and the sternum prominent. 
The breath sounds are feeble all .over the chest and, perhaps, 
absent at the base except when the child cries or coughs. 
Fine rales may be heard at the base. If much cyanosis is 
present the child will probably not live many days. 

Collapse of the lung may be attended by sudden and 
severe dyspnoea, rapid and feeble pulse, cyanosis and un- 
consciousness, or, if the area be small, no particular symp- 
toms may be present. Inspiratory retraction of a portion of 
the chest wall, dullness on percussion or a hard, tympanitic 
note if emphysematous patches have developed; feeble re- 
spiratory sounds; tubular or bronchial breathing; fine rales 
heard only after a deep inspiration where breath sounds are 
absent (partial collapse), are the principal signs of collapse 
of the lung. These will be associated with the various 
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physica* evidences of the pleural and pulmonary causes of 
collapse. 

Collapse from pleural effusion may be mistaken .for 
pneumonia. There may be tubular breathing but it is more 
distant, the vocal sounds and fremitus are less marked or 
absent, as are the fever and sputa of pneumonia. The per- 
cussion note is more flat, and position may alter the level of 
the flatness. In miliary tuberculosis the previous history 
of cough, fever, loss of flesh,and the family history, will aid 
in differentiating. 

Treatment. — In atelectasis in the new-born the fauces 
must be cleared of mucus. Breathing may be established 
by placing the child in a hot bath and splashing it with cold 
water, or switching it with a wet, cold towel. Artificial res- 
piration, insufflation of the air passages, irritation of the 
fauces, stimulating liniments, etc., may be used. The child 
should be kept warm under all circumstances. If the incu- 
bators now in use in maternity hospitals are not to be had, 
the child should be well wrapped in cotton-wool when not in 
the warm bath. 

Pulmonary collapse from bronchial obstruction and pul- 
monary inflammation is to be treated with the remedies ap- 
plicable to such causes. It is sufficient to mention the pos- 
sible danger of opium in bronchitis or bronchiolitis in adding 
to the possibility of collapse from mucus obstruction, and 
also to the advantage of emetics, in the same conditions, in 
preventing collapse by the removal of secretion, though they 
must be given with judgment. 

In collapse from paralysis of the muscles of inspiration 
and of the diaphragm, artificial respiration may be of con- 
siderable benefit. In collapse secondary to indurations of 
lung tissue, thickening of the visceral pleura, pleural adhe- 
sions and effusions; pulmonary gymnastics, deep breathing, 
compressed air inhalations, residence at a moderately high 
altitude, are some of the means of promoting lung expan- 
sion and developing compensation, if not actual restoration 
of function in the collapsed lung. 
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il I LylXV-/ZjV-/lNIZi aqueous solution cf H.O.) 

IS THE MOST POWERFUL ANTISEPTIC AND PUS DESTROYER. 
HARMLESS STIMULANT TO HEALTHY GRANULATIONS. 

VjJLf Y LUZU IN £!i combined with Qsojis) 
18 THE MOST POWERFUL HEALING AGENT KNOWN. 

These remedies cure all diseases caused by Germs. 
Successfully used in the treatment of Infectious and Contagious diseases cf the 

alimentary Canal : 

Typhoid Fever, Typhus, Yellow Fever, Cholera Infantum, 
Asiatic Cholera, Dysentery, Etc. 

Send for free 240-page book " Treatment of Diseases caused by Germs," containing 
reprints of 120 scientific articles by leading contributors to medical literature. 

Physicians remitting 50 cents will receive one complimentary sample of each. 
" Hydroxone " and •• Glycosone " by express, charges prepaid. 

Hydrooone is pat up only in extra small, small, Prbpabbd only bt 

medium, and large size bottles, beaming a red label, * 

white letters, gold and blue border with my signature. 

Glycozotie is put up onlv in 4-07.., 8-oz. and 16-oz. 
bottles, beiiring a yellow label, white and black letters, 
red and blue border with my signature. 

MaiVhtlflrt'S Kye Balwittl cures all inftamma- ehmiH and QradMitU ^ *« •• IBcofc OmtraU 
Vity and contagious diseases of the eyes. des Arts et Manufactures dc Paris " ( Franc*}. 

Oharles March and, 28 Princo St., New York 

SoUbyka£ir.:rDricZfst»» A void Imitations ^Mention t!ih Publication. 

Predigested Beef ' 

is the basis of Armour's Nutrient Wine 

Of Beef Peptone— a preparation which 
presents the entire digestible substance of prime, 
lean beef in a form requiring no effort of the 
digestive organs to render it diffusible. 
Nutrient Wine is more of a food than a stimulant and 
is invaluable in the treatment of Typhoid Fever, 
Phthisis, Cancer, Ulceration of the Stomach, or 
any disease accompanied by faulty or insuftv 
cient nutrition. 
Put up in pint bottles that retail at SLOO, 
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WM. R. WARNER & CO.'S PILLS 

—ARE- 
SOLUBLE, POTENT. PERMANENT, RELIABLE 



be In 2 prepared from pure drugs in a scientific manner. The coaling (sugar or irelatin) hermeti- 
cally seals and protects the contents Indefinitely and u|K>n Ingestion of the pills the coa'ing dis- 
solves in a few minutes, thus liberating Its Ingr«tdients in a condition favoring rapid assimilation. 



ingluvin Coinp. Digestive. 

(Unccated lentlform) Per 100. $1 30 

Med. prop. — Antldyspcpt.lc. Corrects 

nausea and cuiistipation. 
Inirluvin. 3 grs. A loin, l-}» gr. 

Nuc. Vom.. 1-5 gr. Glngerlne, 1-10 gr. 

Ingluvin et. Nuc. Vom. 

(Gelatin only) Per 100, f 1.50 

Ingluvin. 3 grs. 

Ext. Nuc. Vom . 1-ltt gr. 

CM. Re». Ginger. 1-16 gr. 
Ingluvin et Orluro < 'omp. 

'Gelatin only) Per 100, f 1.80 

Ingluvin, 3 grs. 

Oxalate Cerium, 2 grs. 

Bis. Sub. Nit., 2 grs. 

Ext. Nuc* Vom., 1-20 gr. 
Ingluvin At Oentian. 

(Gelatl n only) Per 100, 12.00 

Ingluvin, 5 irrs. 

Ext. Gentia n, 1 gr. 

P(L. SUMBUL COMP. 

(Wm. U. Warner & Co) 

Ext. Sumbul, 1 gr. Ferrl Sulph. Exs. 1 gr. 

As»afetida, 2 gr. Ac. Arsenious 1-40 gr. 

Dr. Goodell says: • I use this pill for nervous 
and hysterical women who need building up. ' 

This pill is used with advantage In neuras- 
thenic conditions In conjunction with Warner 
& Co.'s Bromo Soda, one or two three times a 
day. Per 100. 1 1.00. 

PIL. CASCARA CATHARTI . 

Warner & Co. Dr. Hlnkle. 

Each containing: 

Cascarln, H gr. Belladonna, % gr. 

A loin, M, gr. Strychnine, 1-60 gr. 

Podophyl, 1-6 gr. Glngerlne, % gr. 

Dose, 1 to 2 pil ls. 



PIL. PERISTALT C. 

(Wrn. R. Warner & Co.) 

Each containing: 

Aloin. K gr. Strychnine, 1-60 gr. 

Ex. Belladon.. % gr. Ipecac. 1-16 gr. 

Us. Perl" 



Dose, 1 to 2 pills. 



• 100. 40 cents. 



PIL. PERISTALTIC. (Mercurial). 
Aloin. M gr. Strychnine, 1-60 gr. 

Ex. Belladon., \i gr. Ipecac, 1-16 gr. 
Calomel. 1-10 gr. 
Per 100, 50 cents. 
Especially serviceable In the hard conditions 
of the bowels and torpidity of the liver usual 
in connection with piles. This pill will produce 
free and copious evacuations, and render in- 
valuable service when Indicated. 



Liberty. Ohio. June 9 1897. 
Messrs. Wm. R. Warner & Co. Philadelphia. 

Gentlemen: Lant winter I unearthed a small 
vial of your Aloin Granules* hat by chance had 
been stowed away for twelve pram. Having 
always used your Aloin Granules In my prac- 
tice I of course used these and as far as I could 
determine they teens as efficient as the day they 
trere made. I tried th«m on myself several 
times, with results as good as could lie wished 
for. I have kept a few as a curiosity. They 
areO. K. Youis truly, J. H. A DA IK. 

PIL. ARrHROSIA 
(Wm. R. Warner & Co.) 
For the cure of rheumatism and rheumatic 
gout. 
Formula.— Acid Salicylic urn, Reslna Podo- 

fmyllum, Qulnia, Ext. Colchlcum, Ext. Phyto- 
acca. Capsicum 

Almost a specific In rheumatism and gouty 
affections. Per 100. BO cents. 

PIL. DIGK8TIVA 
(Wm.R. Warner* Co.) 
A Valuable Aid to Digestion 
Pepsin Conc't. 1 gr. Glngerlne, 1-16 gr. 

Put. Nuc. Vom.. H gr Sulphur. % gr. 
This combination Is very useful In relieving 
various forms of dyspepsia and Indigestion, 
and will afford permanent benefit In cases of 
enfeebled digestion, where the gastric juices 
an* not properly secreted. 

As a dinner pill. PH. Digestiva Is unequalled 
and may be taken in doses of a single ulfl either 
iH'fore or after eating. Per 100, 60 cents 

PIL. ANTISEPTIC. 

(Wm. R. Warner & Co.) 
Sulphite Soda, 1 gr. Salicylic Acid. 1 gr. 

Ext. Nuc. Vom., *4 gr. Dose, 1 to 3 pills. 

PH. Antiseptic is prescribed with great ad- 
vantage In cases or dyspepsia attended with 
enfeebled digestion following excessive Indul- 
gence in eating or drinking. It Is used with 
advantage In rheumatism. Per 100, 55 cents. 

PlL. ANTISEPTIC COMP. 
(Wm. R. Warner & Co.) 
Sulph. Soda, 1 gr. Salicylic Acid, 1 gr. 

Ext. Nuc. Vom , H gr. Pow. Capsicum, 1-10 gr. 
Concentrated Pepsin, 1 gr. 
Dose, 1 to 3 pills. Per 100. 55 cents. 

PIl Antiseptic Comp. Is prescribed with great 
advantage In cases of dyspepsia. Indigestion 
and mal-asslmllatlon of food. 



Philadelphia, 
New York. 



WM. R. WARNER & CO. 



Chicago, 
Londoau 
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Botes anb Comments, 

In the first line of page 81 in the last issue (May) of this 
magazine, an error occurs in stating the dose of hydro- 
bromate of hyoscine. It should read ifo of a grain instead of 
T * T of a grain, as it now stands. We particularly urge 
readers to note this correction. 

* • 

A good deal of interest, particularly abroad, is being 
taken in the open-air treatment of phthisis and the estab- 
lishment of sanatoria for carrying out the plans. It is 
stated that in Germany especially, many points are being se- 
lected and accomodations arranged. It seems that while in- 
dividual isolation is aimed at, yet the patients are gathered 
into communities in a salubrious location, where natural 
agencies may be abundantly employed, and yet proper medi- 
cal surveillance can be exercised. Probably nowhere can 
such purposes be better carriefd out for the benefit of the pa- 
tient than in our own western and southern districts. 

* * 

* • 

In a discussion at the late meeting of the American 
Gynaecological Society, upon the value of electricity as a 
therapeutic agent in gynaecology, it was the almost unan- 
imous verdict that its use had been disappointing. The so- 
called Apostoli method of treating uterine fibroids had been 
discarded as of decidedly limited, or no value, by the ma- 
jority of observers, and only after long clinical experience. 
The use of galvanism in ectopic pregnancy was also regarded 
as both uncertain and sometimes dangerous. 

* * 

"As our profession in its truest phase is such a noble 
one and calls for such entire devotion, any exhibition of 
selfishness or meanness appears most pitiable and con- 
temp table. Hence tne use of it for the mere acquisition of 
money is unpardonable, and indeed is very apt to fail. 
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If you enter on your professional career with the one 
object of acquiring wealth, I would urge you forthwith to 
abandon medicine; with such an aim in view you are most 
unlikely to do your suffering fellow creatures any good, 
and will certainly bring no credit on the profession. 

Let not the sordid overwhelm the high aims of your pro- 
fession—Let the latter stand first and highest, and the 
reward to your conscience and soul will be infinitely more 
and satisfactory than simply making a travesty of the noble 
healing art in your greed for wealth." — Stirling. 

9 * 
• 

The original articles of the Geneva convention of 1864, 
subscribed to by quite all the civilized powers, and which is 
generally known as the Red Cross movement, or order, are 
given below. Some additional articles were agreed to in 
1868, but they are not designed to change the spirit of those 
first adopted; rather they more specifically interpret in de- 
tail the original draft. 

An understanding of these articles becomes pertinent at 
the present time. 

"Art. I. Ambulances and military hospitals shall be ac- 
knowledged to be neuter, and as such shall be protected 
and respected by the belligerents so long as any sick or 
wounded may be therein. Such neutrality shall cease if the 
ambulances or hospitals shall be held by a military force. 

4 -Art. II. Persons employed in hospitals and ambu- 
lances, comprising the staff for superintendence, medical 
service, administration, transport of wounded, as well as 
chaplains, shall participate in the benefits of neutrality 
whilst so employed, and so long as there remain any 
wounded to bring in or to succour. 

"Art. III. The persons designated in the preceding 
article may, even after occupation by the enemy, continue 
to fulfil their duties in the hospital or ambulance which they 
serve, or may withdraw in order to rejoin the corps to which 
they belong. Under such circumstances, when these per- 
sons shall cease from their functions, they shall be delivered 
by the occupying army to the outposts of the enemy. 

♦'Art. IV. As the equipment of military hospitals re- 
main subject to the laws of war, persons attached to such 
hospitals cannot, in withdrawing, carry away any article but 
such as their private property. Under the same circum- 
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stances an ambulance shall, on the contrary, retain its 
equipment. 

"Art. V. Inhabitants of the country who may bring 
help to the wounded shall be respected, and shall remain 
free. The generals of the belligerent Powers shall make it 
their care to inform the inhabitants of the appeal addressed 
to their humanity, and of the neutrality which will be the 
consequence of it. Any wounded man entertained and taken 
care of in the house shall be considered as a protection there- 
to. Any inhabitant who shall have entertained wounded 
men in his house shall be exempted from the quartering of 
troops, as well as from a part of the contrbutions of war 
which may be imposed. 

4 'Art. VI. Wounded or sick soldiers shall be entertained 
and taken care of, to whatever nation they may belong. Com- 
manders-in chief shall have the power to deliver immediately 
to the outposts of the enemy, soldiers who have been 
wounded in an engagement, wnen circumstances permit this 
to be done, and with the consent of both parties. Those 
who are recognized, after their wounds are healed, as inca- 
pable of serving, shall be sent back to their country. The 
others may also be sent back, on condition of not again bear- 
ing arms during the continuance of the war. Evacuations, 
together with the persons under whose directions they take 
place, shall be protected by an absolute neutrality. 

"Art. VII. A distinctive and uniform flag shall be 
adopted for hospitals, ambulances, and evacuations. It 
must, on every occasion, be accompanied by the national 
flag. An arm badge shall also be allowed for individuals 
neutralized, but the delivery thereof shall be left to military 
authority. The flag and the arm badge shall bear a red 
cross on a white ground. (Turkey uses a red crescent.)" 

* * 

Herzel, of Buda-Pest, has within the past year done a 
total extirpation of the bladder in two cases, with complete 
success. The ureters were implanted into the rectum and 
the patients have been able to retain full control over both 
urinary and bowel secretions. 

* * 

• 

A dyspeptic editorial in one of the large eastern journals 
recently says: "At present, with us, each man hugs him- 
self if he gain a miserable little advantage to the loss of his 
fellow practitioner — a patient gained, a hospital appoint- 
ment secured, a puff of personal advertisement from some of 
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the lay caterers to professional discord. In his selfishness 
and distrust, he cares nothing that the patient may belong in 
equity to another, that in accepting the hospital appoint- 
ment he may be expected to betray the rights of his breth- 
ren by the support of spurious charity, nor that the 
graciously-tendered lay advertisement must be paid for out 
of the pockets of the profession. He virtually says: 'I am 
all right; to hell with the rest.' It is true that because he 
is 'all right' many others are all wrong; but what of that? 
He stupidly forgets that, when the next man becomes 'all 
right' he himself will be as mercilessly consigned, with the 
rest.' It is indeed the dictum of the primordial man, with a 
change in verbal expression — a case of atavism at long 
range!" 

Surely this is a painful view of the profession, and 
while it is warranted by the action of a few outcasts, the 
rank and file are made of better stuff. The calm, dignified 
and considerate example of many a grey-haired sage is still 
with us and counts for an hundred-fold more than the pass- 
ing frenzy of a scapegoat. We do not believe the whole- 
some and very respectable position of the medical profes- 
sion is declining, notwithstanding that the spirit of com- 
mercialism is rampant. 

The profession has greatly advanced in learning, and it 

will correspondingly progress in inherent dignity, and in 

social distinction. 

# # 
* 

It is certainly difficult for us in this day and age to 
properly appreciate the manifold blessings of anaesthetics to 
i tie unfortunate surgical patient. We cannot, probably, 
we 1 1 realize the degree and character of suffering borne in pre- 
anesthetic days by those possessed of acute sensitiveness. 
Many, of course, could and did withstand the knife without 
artificial aid. Many now preferably suffer minor operations 
without anaesthesia; but what surgeon would think of per- 
mitting a patient to undergo a capital operation unless an 
gesthetized to the surgical degree? So shorn of horrible 
human sufferirg has surgery become that such a picture as 
the following has a strange, far-away and almost incredu- 
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lous appearance. It seems that a medical man of high pro- 
fessional standing in Edinburgh found it necessary to suffer 
an ankle-joint amputation under the skillful Syme, and he 
afterwards described bis experience (this being before the 
days of anaesthesia) in these words: "Of the agony it occa- 
sioned I will say nothing — suffering so great as I underwent 
cannot be expressed in words, and thus, fortunately, cannot 
be realized. The particular pangs are now forgotten, but 
the black whirlwind of emotion, the horror of great dark- 
ness, and the sense of desertion by God and man, bordering 
close upon despair, which swept through my mind and over- 
whelmed my heart, I can never forget, however gladly I 
would do so-" 

VJ 

The College of Physicans of Philadelphia announces 
through its committee that the sum of five hundred dollars 
will be awarded to the author of the best essay in competi- 
tion for the above prize. 

Subject: "A Pathological and Clinical Study of the 
Thymus Gland and its Relations." " 

Essays must be submitted on or before January 1, 1900. 

Each essay must be typewritten, designated by a motta 
or device, and accompanied by a sealed envelope bearing 
the same mottc or device and containing the name and 
address of the author. No envelope will be opened except 
that which accompanies the successful essay. 

The committee will return the unsuccessful essays if re- 
claimed by their respective writers or their agents within 
one year. 

The committee reserve the right not to make an award 
if no essay submitted is considered worthy of the prize. 

The treatment of the subject must, in accordance with 
the conditions of the trust, embody original observations or 
researches or original deductions. 

The competition shall be open to members of the med- 
ical profession and men of science in the United States. 

The original of the successful essay shall become the 
property of the College of Physicians. 

The trustees shall have full control of the publication 
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of the memorial essay. It shall be published in the trans- 
actions of the college, and also when expedient as a separate 
issue. Address J. C. Wilson, M. D., Chairman, College of 
Physicians, 219 South Thirteenth Street, Philadelphia, Pa. 

* * 

An interesting event in German medical affairs has 
lately been before the courts of that country, and the decis- 
ion is one of much value as placing a legal opinion upon 
what we have been pleased to so strongly regard as the ad- 
vances in later day surgery. A Berlin correspondent of the 
Brit. Med. Jour, thus refers to the matter: 

"It is now about a year since Professor Seidel, chief 
surgeon of the Brunswick Hospital, committed suicide under 
sad circumstances which gave rise to much comment in the 
medical world. It became known that Seidel's assistants, 
dissatisfied with his methods, had addressed a written com- 
plaint to the Brunswick ministry, in which they charged 
him with neglecting antiseptic and aseptic precautions, and 
especially with having caused the death of a patient by 
operating with an imperfectly healed furuncle on his finger. 
On receiving this letter the Brunswick ministry sent for 
Professor Seidel, informed him of the charges made 
by his assistants, and said that an inquiry would at 
once be instituted which they hoped would entirely clear 
him, but that in the meantime they had deciped to 
suspend him from his functions temporarily. Profes- 
sor Seidel, who, like many brilliant and hard- worked sur- 
geons, was of a nervous and excitable temperament, 
committed suicide next day, leaving behind him letters 
in which he said that though he was innocent, the sus- 
pension from his office was a disgrace which he could not 
survive, and imploring his family and friends to clear his 
name. This duty was undertaken by his two brothers, who 
submitted the case to Professor von Bergmann, of Berlin, 
as the president of the Gergan Surgical Society, and pub- 
lished his reply, in which he vehemently defended Professor 
Seidel and condemned the behavior of the assistants. 
Thereupon the brothers published other letters and papers 
bearing on the subject, and accused the assistants of having 
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caused the death Professor Seidel by underhand and unde- 
served denunciations A lawsuit for libel followed, which 
was heard a fortnight ago, and which — after occupying sev- 
eral days— terminated in a verdict for the brothers of Pro- 
fessor Seidel, who, the court found, had acted not improp- 
erly in the defense of the interests and good name of their 
late brother. The costs of the case were laid on the state. 
The chief interests of the lawsuit— from a medical point of 
view — was undoubtedly the evidence of Professor von Berg- • 
mann, which he gave in favor of the late Professor Seidel, 
and against the assistants, with such vehemence that the 
judge intervened more than once, warning him to beware of 
using injurious expressions. Bergmann said it was his de- 
cided conviction that the problems of asepsis and antisepsis 
in surgery were as yet by no means scientifically solved; 
that the most distinguished surgeons were very much at 
variance on the subject. He quoted the memorable * 'glove 
controversy" of this year's Surgical Congress, which 
showed that one and the same method was considered by 
some authorities a decided improvement in asepsis, and by 
others extremely dangerous, so that it was absurd to de 
nounce a surgeon for not observing the precautions of cer- 
tain modern methods. ? ' 

* * 

A few queer incidents of relationship of avocations is 
mentioned in the British Medical Journal, issue of May 28. It 
touches the profession of medicine in a manner, historically 
to be sure, quite unexpected. The reference, as quoted 
below, is to a recent issue of the Janus, a magazine devoted 
to the history of medicine: 

"In a recent number of the Janus Dr. Karoe, of Copen- 
hagen, shows that for some four centuries the public execu- 
tioners in Denmark practiced medicine and surgery. In the 
seventeenth century King Christian the Fourth called in the 
hangman of Gltickstadt to examine the foot of the Crown 
Prince. The diseased extremity did not get well under the 
care of the man of art, whose special skill, it may be sur- 
mised, lay more in the treatment of the head than of the 
foot. Nevertheless, he received a fee of 200 rix dollars 
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besides a large silver-gilt goblet. King Christian the Fifth 
paid a like sum to the executioner of Copenhagen for curing 
the leg of one of the royal pages. Another hangman of the 
same city, Andreas Liebknecht, is said to have been the 
author of a book on the Neapolitan disease (syphilis). 
Traces of the legal recognition of the public executioner as 
a medical practitioner are to be found up to the present cen- 
tury. The most likely explanation of this remarkable asso- 
ciation of functions is, we fear, to be found in a hazy notion 
that a man who could kill secundum artem must be credited 
with some skill in curing. 

"A similar cumulation of functions existed in Norway. 
' Thus Eric Petersen, born in 1766, a chairmaker by trade, 
was appointed executioner at Tronjhem in 1796. After two 
years' practice in helping malefactors to shuffle off this mor- 
tal coil, he was judged fit for the exercise of the healing art, 
and was appointed assistant in the hospital of that city. In 
1808 he served as surgeon-major in the war with Sweden, 
when he had charge of an ambulance. From 1810-12 he 
was in medical duty at Tronjhem throughout an epidemic of 
typhoid fever. In 1814 he retired with the rank of surgeon- 
major. But he still continued to practice his other profes- 
sion of executioner, occupying his leisure moments partly 
in vaccinating and partly in making chairs. In 1818 he con- 
ceived a wish to resume the practice of medicine, and ap- 
plied for a license to that end; but times had changed, and 
his request was refused. Petersen died in 1835." 

* * 

Speaking of the evolution of pathology and the impor- 
tance attaching to the development of this basic factor of 
medicine, Councilman, of Boston, in a recent address (Bos. 
Med. and Surg. Jour.) says, after outlining the growth of the 
Rokitansky influence: 

"This school of pathology reached its full development 
tinder Rokitansky, and was a legitimate outgrowth of the 
speculative philosophy of Germany. Systems of philsophv 
developed in medicine as they had developed in other 
branches of learning, and from the beginning of this cen- 
ury up to the time of Virchow, German medicine was 
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largely founded on metaphysics. The case was different in 
England. Here medicine had felt the magic influonce of 
John Hunter. He discarded entirely speculation and went 
back to observation: and it was due to his influence that 
English medicine advanced. In John Hunter were combined 
wonderful powers of observation and skill in experimenta- 
tion. In Rokitansky were combined powers of observation 
which have scarcely been equalled and powers of specula- 
tion almost as marked. 

The successor of John Hunter was Virchow, and his 
work in the foundation-stone on which German medicine has 
been erected. Virchow may be said to have given us our 
present conception of pathology. He taught us that our 
study must embrace, not only the lesion as an anatomical 
condition, but its causes, its mode of formation and its influ- 
ence on function. Before Virchow, Morgagni had taught us 
that disaase was to be referred to the organs of the body. 
Bichat went much further by referring it, not to the organs, 
but to the tissues composing the organs. Virchow went 
still further in studying the changes in the cells, and gave 
us the cellular pathology. It was his great service to have 
fully appreciated the importance of the work of Schwann 
and to have carried the principles of the cell theory into pa- 
thology. He was the first to recognize that pathology was 
the study of life under abnormal conditions and that all we 
could gain from the study of physiology and embryology 
had a direct bearing on pathology. More than all, he taught 
us that the same methods of research which were used in 
the other natural sciences were to be applied to medicine. " 
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AN AMERICAN TEXT-BOOK OF GENITOURINARY DIS- 
EASES, SYPHILIS, AND DISEASES OF THE SKIN. Edited 
by L. Bolton Bangs,M.D. Consulting Surgeon to St. Luke's Hospital 
and the City Hospital, New York; Late Professor of Genito-Urinary 
and Venereal Diseases, New York Post-Graduate Medical School and 
Hospital; and W. A. Hardaway, A. M., M. D.. Professor of Dis- 
eases of the Skin and Syphilis in the Missouri Medical College, St. 
Louis. Complete in one Imperial Octavo Volume of 1229 pages. 
Illustrated with over 300 engravings and 20 full-page colored plates. 
Cloth, $7.00 net; Sheep or Half Morocco, $8.00 net. Philadelphia: 
W. B. Saunders. 

The writer confesses to taking up with serious misgiv- 
ings any text-book by various authors. Such composite 
authorship is to his mind incompatible with the necessary 
qualifications of a satisfactory textbook. A text-book, if 
it should be anything, should be concise, definite, well-bal- 
anced in its proportions, and with proper perspective, so 
that a student can appreciate the relative importance of its 
different parts. And the only way for a book to possess 
such qualities is for it to bear throughout the impress of the 
personality of one or, at most, two or three authors. It is 
understood, of course, that the attempt is constantly being 
made to maintain Droper proportions in the "systems" and 
books by various authors, which have had so much vogue 
of late, by rigorous editorial supervision, but it is hard to 
recall any work in which this attempt has been successful. 
Such a lack of perspective may not be a great objection in 
a work which does not propose to be elementary, but it is a 
fault which in great part destroys the value of a book that 
is intended for the use of students or for those who are not 
familiar with a subject. The criticism which the reviewer 
makes of this work, therefore, is only the general criticism 
applicable to all works of this class, particularly to works 
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which are published, as this one is, as textbooks to meet 
the requirements of students and practitioners. 

The volume under consideration might fairly be ex- 
pected to meet these difficulties if any work could. It is 
issued under the editorial supervision of two recognized 
masters in their specialties; it includes among its contrib- 
utors many of the well-known specialists in the fields cov- 
ered; and it bears the imprint of a successful and generous 
publisher. The volume contains twelve hundred pages. 
Approximately six hundred are devoted, to genitourinary 
diseases; one hundred and fifty to syphilis; and four hund- 
red and forty to diseases of the skin. The subject of geni- 
to- urinary diseases is allotted comparatively the*most space, 
and it is for that reason the most satisfactory part of the 
work. The space allotted to syphilis, one hundred and fifty 
pages, is totally inadequate to a complete consideration of 
the subject such as is attempted. A similar criticism ap- 
plies to that part of the work devoted to diseases of the skin. 
The attempt is made to cover the subject of dermatology 
exhaustively in four hundred and forty pages, and it neces- 
sarily fails. 

The reviewer would not be understood as criticising the 
various articles. That the quality of work is good goes 
without saying, when one remembers the standing of the 
editors and contributors to the volume. In almost all in- 
stances where sufficient space has been allotted the articles 
are valuable and are of interest as presenting the views of 
specialists who are authorities upon the subjects which they 
are considering. But the book totally lacks balance and for 
that reason is not, in the judgment of the reviewer, a satis- 
faotory book for general use. The specialists undoubtedly 
will procure it, as they should. The student or practitioner 
who wants reference books on these subjects will do much 
better, in the opinion of the writer, by purchasing the 
standard text-books, for example the well known hand-book 
of skin diseases by Dr. Hardaway, and the work on genito- 
urinary diseases of any one of half a dozen contributors to 
this volume. 

It is interesting to speculate as to how long the profes- 
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siod will be persuaded to buy the * 'systems'' and books by 
various authors, which the last fifteen years has seen thrust 
upon them. They are expensive, they are voluminous and 
meagre by turns, and in most instances they do not compare 
in value with the well-known- individual works in the same 
fields. In the opinion of the writer it is greatly to be de- 
plored that the practitioner does not buy the well-known 
works by individual authors, instead of lumbering up his 
shelves and exhausting his purse with "systems" and ency- 
clopedias and composite books generally that are neither 
comprehensive nor practical. 

That the reviewer is not alone in these views is shown 
by the following quotation from the Philadelphia Medical 
Journal, of May 14th, presumably by Dr. Gould, the influen- 
tial editor of that journal: 

* 'As to books, medical authors should use their earnest 
influence to stop the intolerable manufacture of bulky books, 
and especially of systems. The day of these 5, 10 or 20 
volume systems, is, we hope, irrevocably past. The busy 
man has no time for tbem, in the first place, and he is be- 
ginning to grow conscious that they are born of the publish- 
ers desire and not of the scientist's demand. His arms grow 
tired of holding them, and his pocket-book thin in paying 
for them. They are commercial in origin, not professional. 
One man's intelligence and experience should penetrate and 
control every line of monographs — that man a master in his 
special field. To this rule there is hardly more than one 
exception, and this relates to books merely gathering and 
epitomizing the progress and literature of a period or a 
subject." 

It is an unpleasant task to call attention to the fact that 
the articles on diseases of the nails, with the exception of 
the article on onychomycosis by Dr. W. T. Corlett, are copied 
almost word for word from ihe articles on the same subject 
in Morrow's system, by Drs. Arthur Van Harlingen and E. 
J. Stout. The beginning sentences in the first of these ar- 
ticles which are given below in parallel columns sufficiently 
illustrate the similarity. 
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"ONYCHAUXIS. "ONYCHAUXIS." 

(A Van Harlingen and E. J. Stout.) (H. N. Lyon.) 

The term* • * is used to denote DEPINITION-The term ony- 
any hypertrophy or increase in the chauxis is employed to denote any 
substance of the nail, whether this increased growth or hypertrophy ol 
consists in a simple thickening of tn « substance of the nail, whether 
the corneous tissue, or in a general this consists in a simple thickening, 
enlargement of the whole substance of the corneous layers, or, as more 
of the nail, with associated changes generally happens, a general en- 
in the shape, color, and composition largement of the whole substance 
or texture of the nail, with associated changes 

In the first variety the nail be- in the shape, color and texture, 
comes excessively hard and heavy, SYMPTOMS-In the first van- 
misshapen, opaque, grayish-white ** * h * nail8 become extremely 
in color, glossy on the surface and hard and heavy.mtsshapen opaque, 
curved, often considerably so, so grayish-white in color, glossy on 
that the border of the nail shows a the 8U f face > and often considerably 
pronounced tendency to turn down- cur * ed - *° that they turn down- 
ward at the sides, or over the end of w *fdover the edges or over the 
the finger. In the second variety of end . of th ? fin * er - In * he Beoond 
hypertrophy of the nails the growth v * n ^ , the hypertrophy may be 
may mainly manifest itself laterally chiefly lateral, and the common 
and then there is produced the com- condlt >° n known as ingrowing nail, 
mon condition known as ingrowing t met ^ lth most frequently on the 
nail, chiefly encountered on the toes; **"' * P roduced - At f^er times 
or the increase may manifest itself , the hypertrophy manifests itoel 
, „ ..,, „ A .. . longitudinally, and the distortion 

longitudinally, and there is pro- . 6 Jl , , 

duced that fantastic distortion of "T M CUrVed ?f " enyCh °- 
the nail substance known technical- OTPb*- » met with," etc. 
ly as onychogryphosis," etc. 

The similarity of the opening paragraphs is not greater 
than it is throughout the articles. 

W. A. P. 



A COMPENDIUM OF INSANITY. By John B. Chapin, M. D., 
L.L. D. Illustrated. Philadelphia: W. B. Saunders. 

This little volume, by the physician-in-chief of the 
Pennsylvania Hospital for the Insane, though exhibiting 
the usual imperfection of training in psychology and meta- 
physics, is a valuable contribution to the descriptive litera- 
ture of insanity. It will be found very convenient for ad- 
vanced undergraduate students and for young physicians 
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who need an outline of the subject before proceeding to its 
more serious investigation. Such an outline will always be 
found useful as an introduction to every branch of science, 
and Dr. Chapin has succeeded in furnishing one that is clear 
and trustworthy. 

H. M. L. 



ACCIDENT AND TNJURY— THEIR RELATIONS TO DISEASES 
OF THE NERVOUS SYSTEM. By Peearce Bailey, A. M.. 
M. D. New York: D. Appleton & Co., 1898. 

This very interesting volume is devoted to a considera- 
tion of traumatic affections of the nervous system. It will 
be found particularly useful in the study of cases in which 
railway accidents have produced nervous disorders. In 
these days of rapid transit all kinds of nervous injuries, de- 
bility, hysteria, etc., are frequently induced by actual shock 
or by mental simulation, and the skill of the diagnostician 
is taxed to the utmost in the effort to distinguish between 
real and fictitious ailments. In this task the present volume 
will afford excellent assistance. 

H. M. L. 
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DERMATOLOGICAL CLINIC— By' James Nevins 
Hyde, Professor of Skin and Genito- Urinary Dis- 
eases, Rush Medical College, Chicago. 

(Clinical Lecture Delivered at the Practitioners' Clinic, Rush Medical 
College, May 23, 1898.) 

( Tubercular Leprosy?) Gentlemen :— The first patient I 
have the opportunity to present to you today, is a young 
male Greek whose age is unknown, as he is unable to give a 
very clear account of his history and condition on accountof 
his uufamiliarity with our language. He is here by the 
kindness of the health officer of our city whom I have the 
pleasure of introducing to you at the same time. The youth 
states that he has had the disease for but six months, but 
we know well from a study of his symptoms that such a 
statement is inconsistent with his present condition. The 
strong probability is that he has exhibited symptoms for 
years and that he dates his disorder from a possible aggra- 
vation of his malady. 

When we come to examine him with his clothing entirely 
removed, we find that his face is studded with shining, brown- 
ish, rather glazed, split-pea sized tubercles which are massed 
together about the brows, conspicuously about the aire of 
the nose, and over the lips. They are also distinctly seen 
about the ears, which they have so completely involved that 
they produce a flaring of the organs from either side of the 
head; elsewhere we find these nodules on the cheeks and the 
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chin. In places where these tubercles are massed together 
it is difficult to distinguish the elements of the eruption, the 
result being a prominent, smooth deformity of the infiltrated 
skin. None of these tubercles are degenerating, and there 
is absence of any other lesions of the face except those de- 
scribed. 

The hair is thinned, and the general color of the skin is 
of an unwholesome, yellowish- white cast, allowance being 
made for the nationality of the patient. The ulnar nerves 
are decidedly thickened, and over the upper and lower ex- 
tremities, as well as on the back and over a portion of the 
belly, are ill- defined areas of infiltration, the color of which 
is a dull brownish-red. On the face of the left tibia the 
skin is affected with an ulceration, the loss of continuity 
being not circular, but irregular, with its long axis parallel 
to the tibial shaft. When first seen by me a few weeks ago 
this ulcer was covered by a blackish, rather than a brown- 
ish, crust, a peculiarity of the crusts in this disease which I 
have noted on more than one occasion. In consequence of 
good treatment of the patient this patch of ulceration is in a 
much better condition than when we first studied it. 

Inspecting the fauces we find that the soft palate is stud- 
ded with split-pea to pea sized, firm, roundish nodules, 
smeared with mucus, which undoubtedly have developed 
also in the larynx, as the hoarse voice of the patient sug- 
gests. Beside the.se symptoms we note that there are areas 
of decided anaesthesia, especially in the region of the lower 
limbs; the needle which I employ for the purpose of punc- 
ture of the skin produces impression on some portions of the 
body and in others is quite unperceived, though the instrument 
be passed deeply into the integument. We note besides that 
the patient is cachectic and, apart from the leonine aspect of 
his countenance produced by the grouping of the tubercles, 
we observe that he has a characteristic, dull apathetic ex- 
pression. 

This lad is affected with tubercular leprosy and is one 
of a group of cases which, from time to time, have 
been presented at this clinic. It is unfortunate that we can- 
not secure from the young man a history of his antecedents 
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that we might be able to recognize the quarter of the globe 
in which he contracted hits disease. He probably brought it 
with him from his own country where it is known leprosy 
exists, as it does in almost every quarter of the habitable 
globe. 

In the year 1850, three hundred and fifty lepers were 
officially enumerated in Greece. In the villages near Mt. 
Parnassus, forever sacred in its associations by reason of 
its distinction in the classic writings of that country, there 
has long been an endemic of lepra. In the Greek islands, 
especially in Crete, which once harbored nearly a thousand 
lepers, and in Chios, Mitylene, and other islands of the 
-Egean, the disease has existed for many years. 

Looking at the grbup of symptoms presented to us in 
this case, we are justified in saying that this is one of the il- 
lustrations of tubercular or nodular leprosy as distinguished 
from the macular and non-tubercular forms which are set 
down in most of the text-books. It is desirable to drop 
these distinctions. The disease is one occurring, merely, 
with predominance of certain symptoms in certain cases, 
and with other symptoms in a different group. The fact 
that there are so-called "mixed" cases, indicates clearly that 
it is not always easy to separate the clinical symptoms into 
artificial categories. Here, in spite of the fact that there is 
a marked predominance of features of the tuberculated form 
of the disease, we have clear evidence of the "mixture" of 
symptoms, in that, with the development of the tubercles, 
we find thickening of the ulnar nerves and areas of anaesthe- 
sia in the skin. 

Cases of this sort are interesting to us at this time in 
view of the fact that during the year last passed a Leprosy 
Congress in Berlin has taken the initiative in a movement 
which we trust will eventually lead throughout the world 
to the amelioration of the condition of the leper and to the 
safety of the communities in which leprosy exists. The 
first step is the segregation of the unfortunate victims of 
the disease. That congress accepted the bacillus lepra as 
the effective cause of the malady, though we have to ad- 
mit frankly that this microorganism has not yet fully me 
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the exact requirements for proof of its etiological impor- 
tance. No sound individual has ever been inoculated after 
generations of pure culture with the germ of this disease, 
who later suffered from the inoculation. The single excep- 
tion to the rule is that of a criminal in the Sandwich Islands 
who accepted commutation of the death penalty on condi- 
tion of his consent to the inoculation. It resulted in the 
production of the disease in the pardoned criminal, but, un- 
fortunately, it was later discovered that leprosy existed in 
his family and the result is clouded as a consequence with 
some doubt. 

The Berlin Congress pronounced in a positive way upon 
the infectiousness of the secretions from the mucous sur- 
faces of the infected leper and this established conclusively 
the fact that the leper is more or less of a menace to the 
communities in which he lives. As we are obliged to confess 
to-day that we have no satisfactory treatment for the dis- 
ease, we turn to segregation as a step which is of the great- 
est benefit both to the leper and to the public. There is no 
treatment for the leper equal in value to that supplied by a 
comfortable home with proper hygienic surroundings and 
proper alimentation. By "segregation" we do not mean 
shutting the unfortunate victims of the disease into what 
practically amounts to a prison where they may die at their 
leisure,but we mean their collect ion jn wholesomely situated 
dwellings in the country where they can cultivate gardens, 
secure abundance of fresh air,and live as they do in Molokai 
in the Sandwich Islands with a large measure of happiness, 
employment, and comfort. 

With reference to the dangers to the public, which are 
eliminated by segregation, let me say a word. The popular 
belief respecting the danger resulting from the habitation 
of the leper in a civilized'community is enormously over- 
estimated. This is largely the result of the sensational 
statements made in the public press, from the pulpit, and 
from the platform respecting the communicability of the 
disease. There is more danger in every city from the people 
who traverse its streets affected with pulmonary tuberculo- 
sis and who are expectorating upon the sidewalks, in public 



Digitized by 



Google 



HYDE: DERMATOLOGICAL CLINIC. 247 

places, and in railway carriages, than from a dozen patients 
affected with tubercular leprosy who might frequent the same 
places. Much of the error which attaches to this subject 
grows out of the misconceptions resulting from the reading 
of the Hebrew Scriptures. It is known that the leper of 
the Bible traversed the streets of the cities of the Orient cry- 
ing "Unclean! Unclean!" This is supposed to have been a 
warning to the people with whom he came in contact lest 
they should be contaminated by him. But this contamina- 
tion was not of the sort which spreads disease. That which 
the oriental pedestrian dreaded from the leper was a cere- 
momaj uncleariness resulting from the contact, an uncleanness 
which could only be removed by appealing to the priest in 
the temple and by the payment of an offering to secure the 
desired end. Proof of the fact that the touching of the 
leper was not in the Orient considered to be a means of com 
municating his disease is found in the record that Naaman, 
the captain of the host of Syria, who was said to have been 
cured by the Hebrew Prophet of his leprosy after oathing 
in the-Jordan, explicitly stated that he was in the habit of 
visiting the temple of his god with the king of Syria lean- 
ing upon his shoulder; and Gehazi,a servant of the prophet, 
who on account of his dishonesty was cursed with the "lep- 
rosy of Naaman forever, Vis reported after this event to have 
been present in the ante-chamber of one of the Israelitish 
kings. 

It is unfortunate that the treatment of leprosy is to-day 
rewarded with such unsatisfactory results. We find that 
the Gurjun balsam and Chaulmoogra oil have, in some cases, 
seemed to produce favorable results, but I am strongly of 
the opinion that the best measures for the treatment of the 
disease with a promise of resulting success are based upon 
the hygienic measures already described. 

{Multiple Fibroma of the Skin.) The patient whom I next 
present to you is a Swedish woman, unmarried, 40 years of 
age, who is brought to us by the kindness of Dr. Ochsiier, 
and whom we had the opportunity of examining a brief 
time ago. She is said to have suffered from her present 
rouble for the greater part of her life. When the upper 
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portion of the body is examined we find that it is covered 
with smaller and larger tumors presenting &ome variety as 
to their shape and consistency. They are alike in this, that 
the skin over them is generally normal in color and smooth, 
but they are most unlike in shape, some being roundish, 
some nipple-shaped, some of them as large as a pea or a 
bean, and some as large as the end of the thumb. There 
are hundreds visible to the eye. They differ also with re- 
spect to their consistency. Some are imbedded rather deep- 
ly beneath the skin; some project clearly from it; by pres- 
sure upon some, the little tumor will seem to disappear 
through what feels like an aperture in the deeper portion of 
the skin; others cannot be made to disappear, but on pres- 
sure seem to be filled with a fibrous mass which is incom- 
pressible; some are sessile; some have abroad attached base; 
others have a fine pedicle, the small tumor depends from the 
surface of the skin as if the neck had been attenuated by its 
weight. 

The face seems to be spared. The trunk and arms are 
the parts where the small tumors chiefly exist. When we 
examine the back we find a condition which seems different, 
by contrast, with that seen in other portions of the skin, and 
yet it is strictly of the same order. Here is a broad flap or 
fold of the skin depending from the sixth rib on the left side 
at least ten centimeters at the base with a broad diameter 
of six centimeters. This can be raised without difficulty 
and when its mass is compressed between the bands, it is 
evident that the same firm, 'fibrous tissue which was recog- 
nized in some of the tumors visible elsewhere exists here. 

This is a case of multiple fibroma of the skin, probably 
congenital, because developing so soon after the birth of 
the individual. The origin of the tumors is generally the 
same for each. First the little, nipple-like pouch project- 
ing from the surface, covered with an uncolored integument, 
which, upon pressure, disappears beneath the finger so that 
one recognizes the feeling of the foramen beneath. Then 
comes the fibrous deposit in the mass of the little tumor 
which ceases to be compressible and which develops until 
it has arrived at an average size, or produces the broad fold 
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sometimes called fibroma pendulum which you see on the 
back. The name acrochordon has been given to the small, 
soft, pedunculated growths which seem to leave the little, 
hernia like sacs in the integument. 

The health of this woman is unimpaired and she pre- 
sents a picture which is almost a duplicate of that I show 
you in the.plate from the Hebra collection, — that sagacious 
dermatologist was one of the earliest to recognize that these 
patients affected with multiple fibroma were usually stunted 
in their bodily growth and were more or less defective 
mentally. We have seen one or two of these patients in our 
clinic who were really dwarfs. The apparent stupidity of 
this woman may be due to her unfamiliaj*ity with our lan- 
guage, for I am informed that she is reasonably intelligent. 
The only treatment known to us for conditions of this sort 
is surgical ablation of each separate growth. 

(Mycosis fungoide8.) The next patient is a man in middle 
life, well- nourished and presenting the general evidence of 
sound health. Some of you may remember that one year 
ago I exhibited him before a practitioners' clinic in this- 
amphitheatre. His condition since then has not greatly 
changed. 

Examining the surface of the body we find it to be 
rather extensively covered, especially over the back and 
outer face of the thighs with polycyclical discs very well 
defined and slightly raised above the level of the skin. 
They are of a light- reddish hue and covered with a very 
fine scale. They are not the seat of a severe grade of 
pruritus. On the face of the thigh you see a small circle 
of white tissue about as large as a thumb-nail, surrounded 
by a delicate, brownish ring where about one year and a 
half ago a small tumor formed about as iarge as a hickory 
nut, which entirely disappeared. This patient has been 
under our observation for the better part of two years, 
having first come to us with all the symptoms of a genera- 
lized, exfoliative dermatitis. When the symptoms of this 
condition yielded there developed singularly odd elevations 
of the skin in the region of the shoulder and back, where 
were tense, shining, rosy-tinted, and irregularly reticulated 
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ridges which may be said to very closely resemble the con- 
volutions of the brain, viewed externally. When these sub- 
sided, as they did, they were replaced by the discs which you 
now see, and which are the seat of a moderate degree of 
itching. (The patient was then removed from the room.) 

This is what has been called the pre-mycosic stage of 
mycosis fungoides, a disease of great gravity and with al- 
most inevitably fatal issue. We have removed sections of 
the skin from the patient, both in the region of the discs and 
of the ridges, and also from the sound skin where no evi- 
dences of involvement are apparent to the naked eye, and 
while we have not the time here to give the exact patholo- 
gical findings it must suffice to state that the evidence is 
clearly in favor of the position taken by Besnier and his 
colleagues in Paris who have written a great deal on the 
subject of the so-called pre-mycosic stage. Long before the 
patients affected with this disease exhibit any of the tumors 
which are well represented in these Baretta models, which I 
now show you, some of them ulcerating, others profoundly 
involving the region in which they exist — long before this, 
I say, the patient truly exhibits the signs of his disease ; he 
is affected with mycosis fungoides even when suffering from 
the patches which have been compared by us and a large 
number of observers with eczema, psoriasis, and lichen. 
Even the sound and apparently unaffected skin exhibits 
changes in and about the blood vessels, and in particular 
the papillary portion of the corium, which indicate that 
there is involvement of the skin proper. 

I call your attention in passing, to the fact that while an 
effort has been made to identify this disease with sarcoma of 
the skin it has as yet proved unavailing. Few tumors of 
sarcoma appear and disappear as frequently as in mycosis 
fungoides. The latter disease also is one which begins in 
the skin and produces most of its ravages in the skin, very 
rarely being complicated with lesions of the viscera as in 
Duhring's well known case where a small tumor formed in 
the bladder; while sarcoma, as is well known, more often af- 
fects other organs than the skin, and often attacks the latter 
as a sequence of its previous occurrence elsewhere. The 
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same is true of epithelioma whose skin excursions bear an 
insignificant proportion to those involving other organs of 
the body. Mycosis fungoides is, apparently, from first to 
last practically a disease of the skin and one which, as yet, 
not having been traced to a microorganism, nor even incon- 
testibly admitted to the ranks of the granulomata, is a mal- 
ady the nature of which is still obscure. 

The treatment of the disease has thus far been wholly 
ineffectual to stay its progress toward a fatal issue. 

(Circumscribed Scleroderma.) Our next patient is a middle- 
aged woman who for several years has suffered in the left 
lower extremity from a disorder which has slowly increased 
from a scarcely perceptible change in the skin to the condi- 
tion which we are now able to recognize. She gives a his- 
tory of exposure to changes of temperature as a result of 
which she experienced some stiffness in the neighborhood of 
the left ankle. This slowly increased until she noticed a 
change in the skin which became sensitive and extremply 
tense. Her general health has been to a degree involved in 
consequence of the rheumatic pains which she has experi- 
enced, not only in the part affected but in other regions. 

When we examine the part, we discover that the skin of 
the dorsum of the left foot and the region adjacent is in- 
volved in what seems to be an irregular scar-tissue nearly 
four centimeters long and two and one-half in width. The 
outlines of this are indeterminate and the center is a slightly 
corrugated, dense, whitish, unyielding structure which seems 
be shrunken and stretched tightly over the subcutaneous tis- 
sue and bone beneath. In a wide area surrounding this ci- 
catriform patch is a dull reddish border between three and 
four centimeters in width, spreading over gradually toward 
the sound skin, the limits between the two being scarcely 
perceptible. When carefully examined this central patch 
with its surrounding areola is seen to be made up, the former 
of a relatively bloodless, and the latter of a congestive tis- 
sue. This last is constructed of a series of exceedingly mi- 
nute, dilated blood vessels, giving, not the appearance of a 
lilac- tinted or violet- tin ted zone which has commonly been 
described as the appearance characteristic of patches of this 
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class, but the color is rather that of a foot which is the seat 
of passive congestion, the look of the toes affected with chil- 
blains. The site of the patch corresponds to the area of dis- 
tribution of the cutaneous branch of the external popliteal 
nerve. The disease appears to be slowly developing up- 
ward over the leg and, to a slight extent, above the knee on 
the lower portion of the thigh. The patch is evidently slow- 
ly extending by the development of ' Satellites" in the neigh- 
borhood of the larger lesion. 

This is the disorder to which for a long time was as- 
signed the title morphoea, but which we now prefer to call 
circumscribed scleroderma. The affection thus named is dis- 
tinguished from diffuse symmetrical scleroderma chiefly, as 
the name implies, in that the former occurs in one or a few 
isolated patches as a rule, while the latter typically presents 
itself in symmetrical development over a large part, or even 
over the entire body surface, chiefly over the neck and chest, 
with a tendency to changes which are usually of a much 
milder character than the severe alterations which are occa- 
sional sequels of the circumscribed form. We have had a 
number of these interesting and rare alterations of the skin 
presented here in the clinic, chiefly upon the lower extremi- 
ty where they are commonly arranged along the track of one 
of the cutaneous nerves, more often they affect one side of 
the face and the neck. 

The prognosis in most of these cases has been favorable 
and the result of treatment more satisfactory than an earlier 
aetiology once taught. To what degree the obliterating 
plugging of the blood vessels supplying the part, and to 
what degree the improper innervation of the affected area 
must be held accountable for this trouble, is not clear on ex- 
amination of sections of tissue. There is no question that in 
almost all instances there is a shrinkage of the papillary lay- 
er of the corium. Crocker's explanation that each atrophic 
spot is the base of a cone from which the blood supply is cut 
off, the violet hue shown being due to a collateral hypere- 
mia, seems to be borne out by examination of sections of the 
patches. The relation of these two forms of scleroderma is 
demonstrated not merely by their resemblance on microscope 
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ical inspection, but also by the occurrence of * 'mixed" cases 
in which, for example, a diffuse scleroderma is noted on one 
side of the body and a patch of morphoea on the other. 

(Xeroderma.) For the first time in my experience as a 
clinician we have presented, at one and the same time, a 
sclerodermatous woman and her son with a disease of the 
skin of the type which I prefer tocall xeroderma, or xerosis, 
rather than ichthyosis, the title by which the disease is more 
commonly known. I might add that this is the first time in 
which I have had experience of any child of a scleroderma- 
tous woman affected with a congenital disease of the skin. 

When we look at this lad of ten years of age, we see that 
the skiu of his body is universally involved in a change which 
has produced dryness and scaliness of the integument. The 
dryness is perceptible on passing the hand over the surface, 
the skin to the touch feeling dry, harsh, and destitute of its 
natural unguent. As for the scales they are fine, more or 
less attached, and not freely shed from the surface. At a 
distance from the patient the effect produced upon the eye is 
that of fine meal scattered over the skin, thus somewhat 
changing its natural hue. In some parts this change is more 
perceptible than in others. Here, as in most cases, the 
change is very perceptible on the outer face of the thighs, 
the upper arms, and over the back, while the temples and 
popliteal and axillary spaces are soft and almost natural to 
the touch. 

My reasons for preferring not to describe xeroderma as 
a stage of ichthyosis are rarely accepted by authors in gen- 
eral, yet they seem to me to have some force: One is that 
the patient who exhibits a well-marked xerosis of the skin 
may die xerotic after a long life without exhibiting the char- 
acteristic changes seen in ichthyosis, while in yet other cases 
even a child may exhibit classical features of ichthyosis 
at an early age. All said and done, however, these are pure- 
ly clinical distinctions, for no one can doubt that the one af- 
fection is not a stage but a variant from the other. 

The treatment of the mother in this case is to be conduct- 
ed by improving the general nutrition; and in these affec- 
tions I am fond of giving cod liver oil internally. Local ly ; 
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we shampoo the surface with the spirit of green soap of He- 
bra, following this with the application of a salicylated paste; 
securing protection of the limb from exposure to cold and 
wet. In some cases faradization can be employed with great 
benefit. 

I regard it as of great importance to impress upon all 
patients affected with xeroderma the absolute uselessness of 
internal treatment. I have seen patients who have been 
subjected to internal medication for years, in a fruitless ef- 
fort to remove these congenital and remediless peculiarities 
of the horny layer of the skin. The first indication in all 
cases is to insure an equable and temperate climate. The 
second is to keep the skin soft by the use of alkaline and 
mucilaginous baths. The third is by the constant inunction 
of the surface with simple unguents and fats, such as al- 
mond and olive oils, boric and salicylic acid ointments, lano- 
lin and cold cream ointments. It is pleasant to note that 
xerotic patients may live out their natural days enjoying 
otherwise sound health and becoming the fathers and moth- 
ers of children not affected with the parent's disease. 

(Syphilitic Ournmata of the Face.) I next show you a woman 
32 years of age, married, and the mother of one child, who ex- 
hibits a group of nodules on the surface of the face which have 
a special significance. When closely examined these are seen 
to be of the size of a split pea and to be scattered around the 
root of the nose, about the ala, more particularly of the right 
side f and about the right angle of the mouth. These tuber- 
cles are smooth, not ulcerating, not covered with crusts or 
any pathological secretion, and arc, as a rule, though close- 
ly packed together, distinctly isolated from each other. They 
have existed in these regions for about five months and the 
patient seeks relief chiefly on account of the resulting disfig- 
urement. As they are of a dull, reddish-brown color, and 
are rapidly congested by the act of coughing, sneezing, or 
hearty laughter the resulting disfigurement is conspicuous. 

I am always glad to exhibit this class of patients to prac 
titioners because those who are familiar with the lesions can 
interpret them with great readiness, while I believe the ma- 
jority of physicians are puzzled by the oddity of the clinical 
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symptoms. The road to correct diagnosis is usually simple. 
Pew epitheliomata develop in the same period of time with 
such marked resulting deformity, and it is safe to add that 
none presents groups of tubercles similarly disposed. 

Notice, if you please, how those at the root of the nose 
crown, as it were, the top of that organ: how those at the 
outer angle of the mouth encircle it in such fashion as if a 
small horseshoe were attached at the angle with its convex- 
ity outward; how those, too, by the ala of the nose are dis- 
posed circlewise about it. No lupus, no epithelioma, no 
tuberculosis of the skin ever displayed lesions of this sort 
developed in the same length of time, having this strikingly 
characteristic grouping. All of these lesions point clearly, 
unerringly to syphilis as the cause of the disease, and one is 
always safe in making a diagnosis of this sort purely on the 
basis of the clinical symptoms presented. 

No married woman with these symptoms should ever be 
dismissed from examination without careful investigation of 
the history of her pregnancies. In the case of the patient 
before us we find that she had first a living child, next an 
abortion at the fifth month, and then a miscarriage at the 
seventh month. We should presume that the infection oc- 
curred after the birth of the living child and before she abor- 
ted. It is important to note that not every woman who 
aborts and miscarries is the victim of this disease, but when 
one takes a history like this and sets it side by side with the 
objective symptoms displayed by the patient, the two are 
links of a chain indissolubly welded together. 

It is in one sense always agreeable to make a diagnosis 
of this kind because the relief which is secured by appro- 
priate treatment is so brilliant and satisfactory. We shall 
sponge the face nightly with a hot borated solution, anoint- 
ing it, after drying, with a white precipitate ointment con- 
taining about 50 centigrams to 30 grams. Internally the 
iodide of potassium is administered in saturated solution, 
usually in the vehicle of milk, beginning with five or six 
drops after every meal and at night on going to bed, increas- 
ing one or two drops daily until that dose is reached which 
is capable of relieving all the facial symptoms and producing 
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disappearance of the general phenomena of the disease. 
Note, if you please, that these tubercles are of two classes, 
the degenerating or ulcerative, and the resolutive. These 
last, even when disappearing under the influence of a medi- 
cament, occasionally leave persistent and annoying cicatrices 

(Tinea versicolor.) Our next patient is suffering from an 
affection of the chest. For years she has been annoyed with 
the disease which she now exhibits to us. The skin of the 
chest and of the abdomen is covered with discrete, circinate, 
finger nail-sized patches, which, in places, run together so 
as to form an obscurely defined network exhibiting a deep, 
fawn-colored tint. The patches are fairly well defined, and 
when scraped with the nail or with the back of a knife-blade 
furnish a slight scale which is readily removed from the 
epidermis on which it rests. It is not necessary to make 
this trial, since, as a rule, the patients themselves will re- 
spond when questioned by stating that when taking a bath 
the scarf-skin separates from the epidermis in minute rolls. 
Indeed, the disease is so nearly alike in the majority of men 
and women who suffer from it that one may often make the 
diagnosis before the skin is exhibited to the eye by hearing 
the patient narrate the fact that he or she has for years suf- 
fered from spots on the chest and abdomen which sometimes 
are a little better and sometimes worse, but never wholly 
disappear, which are not the seat of any marked subjective 
sensation, and which scale slightly when the body is im- 
mersed in hot water. 

This is a disease known as tinea versicolor, years ago 
described as chloasma, which is produced by a vegetation 
upon the surface called the microsporon furfur. It is a 
striking commentary on oneof the errors of a leading author 
in dermatology of the first half of this century, who taught 
that all the vegetable parasites capable of growth within the 
human skin belonged to the same family, that the disease 
which we have now presented to us should be strictly con- 
fined to the covered portions of the human body. In this 
respect it differs strikingly from ringworm and favus, both 
of which, as you know, attack the scalp, and one of them 
notably (trichophytosis) the face. 
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Here, also, as we have seen in connection with xerosis, 
is a disease for which scores of persons have vainly swal- 
lowed medicines for years under the impression that the 
fawn-colored patches on the chest and trunk were due to 
some disease of the liver. Even the most superficial exam- 
ination of the scales scraped from the surface and soaked 
for a few minutes in liquor potass® reveals the crowded 
heaps of conidia, scattered about and within the parallel lines 
of the interlacing mycelia. 

There are many remedies employed for the relief of this 
disorder for which, inasmuch as the one treatment we recom* 
mend is amply effective, I never exchange another. The 
skin is thoroughly macerated with soap and hot water; 
then well scrubbed; then dried; then sponged with dilute 
acetic acid, or vinegar and water, half and half; lastly 
mopped with a solution of hyposulphite of sodium, 5 grams 
to 30. 

(Epithelioma ) The next patient is a woman over 50 years 
of age, exhibiting on the left side of the nose a group of 
minute nodules which have existed there for eighteen 
months. She has little or no pain and she applies for relief 
chiefly on account of the resulting disfigurement. She states 
that she had a "pimple" first develop in this region, which 
was scratched by the finger-nail and which bled and for a 
long time after refused to heal. When cicatrization had oc- 
curred the present patch slowly developed. 

When examined the group is seen to constitute a patch 
scarcely larger than a large thumb-nail. The disc suggests 
slightly a jeweler's broach, with a depressed, whitish, 
atrophic center surrounded by a circlet of shiny, firm, iso- 
lated "perles." They are not movable with the skin and 
none of them has as yet broken down to form an ulcer, 
These "perles," as the French call them, are the most char 
acteristic symptoms of the superficial discoid form of 
epithelioma which in some cases is merely a starting point 
of one of the deep-seated, graver forms, and in yet other 
cases persists year after year, and sometimes even for many 
years, without marked degeneration and without involving 
the general health of the patient. One who is experienced 
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in these matters can pronounce positively on the cancerous 
nature of these growths, even before a microscopical exam- 
ination has been made. The absence of the lupus nodule 
which differs to such a degree from the epitheliomatous 
"perle," the absence of the syphilitic tubercle which is so 
much larger than those we nOw have before us and so differ- 
ent in color and texture, the evolution of the disease, as a 
rule, much slower than that of syphilis, and more rapid 
than that of the several forms or tuberculosis of the skin, 
all point to different conclusions. I deem it of great im- 
portance to call attention to the fact that superficial, discoid 
forms of epithelioma may persist for years without danger, 
firmly as I am convinced of the desirability of speedy and 
thorough removal of all such lesions by the knife or the 
curette. I say I deem it important because it is well to know 
what the future of every disease may be under varying cir- 
cumstances. I was lately consulted by a medical gentleman 
70 years of age who had two or three discs of superficial 
epithelioma about the eyelidsand temples, the cancerous na- 
ture of which was recognized by Dr. Gross, of Philadelphia, 
nearly a half century ago, each of the growths surviving 
without marked change for the worse up to the present time. 
Surgeons and dermatologists differ somewhat about the 
treatment of the superficial forms of epithelioma. The 
former, as a rule, prefer removal by the knife, making an 
elliptical excision which includes the growth and afterward 
either stitching or skin-grafting to close the wound. For 
the circumscribed forms, not too near the eyelids, I always 
prefer curetting, followed with the nitrate of silver in stick. 
I think it possible that the reason why our friends, the sur- 
geons, do not use the curette in these cases as often as we 
do, is to be found in the clumsy curettes they for the most 
part possess. I say "possess," for it ; is rare that proper 
dermal curettes are to be had in the market. The set which 
I use was made abroad and the sharp spoons are some of 
them incapable of holding any object larger than an apple- 
seed. They are exceedingly sharp, even if thus delicately 
formed, and serve admirably for neatly removing every 
shred of morbid tissue from an epithelioma no larger than a 
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finger-nail. Of course there are larger spoons for larger 
patches of disease. 

I place the curette and the knife above the caustic in the 
treatment of these growths simply, because I believe the re- 
sults are better, though I accept the experience of such men 
as my friend, Dr. Robinson, of New York, who employs 
caustics with success in many of these instances. The use 
of caustics in the hands of the charlatan who removes by 
their aid such lesions as telangiectases, sebaceous cysts, 
comedones, and even chronic inflammatory processes on the 
plea that they are "cancers" cannot be too emphatically de- 
nounced. All clinicians of experience have seen frightful 
mutilations of the face and hands resulting from the im- 
proper use of these agents in the hands of inexperienced 
men operating chiefly with a view to the financial profit to 
be derived from their transactions. 
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CLINICAL LECTURES ON DISEASES OF THE 
HEART, LUNGS AND PLEURA.— By Joseph M. 
Patton, M. D., Professor of Internal Medicine, 
Chicago Policlinic. 

ASTHMA. 

For clinical convenience and from an etiological basis, 
several varieties of asthma have been recognized. It will 
be found that these different forms of the disease represent 
simply symptomatic variations of an affection which is neu- 
rotic in nature, spasmodic in occurrence, and is character- 
ized by a disturbed innervation of the bronchi which mani- 
fests itself in spasm (Liebert) of the bronchial muscles and 
is associated with spasm of the diaphragm and correlated 
respiratory muscular apparatus, resulting in a special type 
of dyspnoea. 

Asthma may occur at any age. According to Salter's 
statistics, thirty-one per cent, of the cases occurred during 
the first decade of life. It is generally stated that asthma 
is twice as frequent in males^ as in females, though if we in- 
clude only the cases of typical spasmodic asthma, it is evi- 
dent that it occurs as frequently in the one sex as in the 
other. 

The most individual clinical forms of asthma are the so- 
called idiopathic or true spasmodic asthma, bronchial asthma, 
dyspeptic, toxic, cardiac and hay asthma. These terms serve 
only to specify certain etiological factors which are associ- 
ated with dyspnoea of asthmatic origin. 

^Etiology.— Thirty-five per cent, of asthmatics give a 
history of heredity, most often from the paternal side 
(Thomson). Abthma is generally associated with a family 
tendency to bronchitis or other pulmonary disorders or to 
nervous affections. There may be a predisposition existing 
through one generation only, or a distinct history of hered- 
ity. Bronchitis (thirty-seven per cent.— Salter), fibroid tu- 
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berculosis, epilepsy and various nervous disorders are fre- 
quently associated with asthma. 

The exciting causes of the asthmatic paroxysm may he 
of central or peripheral origin. The central causes may be 
emotional or neurasthenic or may be due to toxic irritations 
from drug poisons, gout, diabetic or nephritic toxaemias (urce- 
mic a,8thma)or to intestinal toxaemia (the so-called humoral form 
of peptic asthma). Among the neurasthenic cases are those 
induced by fright, worry, the excitement of important social 
duties or the nocturnal cases which occur with darkness and 
can be obviated by keeping a light in the sleeping- room. 

The asthmatic attacks which occur directly after the 
ingestion of certain kinds of food and are accompanied by 
gastric disturbance, are probabally of peripheral origin and 
according to Salter are due to bronchial contraction produced 
through reflex irritation of the pulmonary filaments of the 
pneumogastric from irritation of the gastric terminations ojf 
the same nerve. The most frequent seat of peripheral irri- 
tation resulting in asthma is the bronchial tract. Climate, 
locality, moisture, dust, etc., are factors which are closely 
connected with bronchial susceptibility in the production of 
an asthmatic attack, but even here, nervous conditions 
seem, at times, to be potent in producing the prodromal 
bronchial symtoms which precede the asthmatic attack, as 
appeared in the following case: 

Parmer, 39 years of age. Lived in a dry, healthy part of 
Iowa, For last ten years has suffered from asthma when- 
ever he visited any of the large cities. The attacks are pre- 
ceded by bronchial symptoms. At home, on his own farm, 
is never troubled. Last year he built a new house three- 
quarters of a mile from his old residence but was unable to 
occupy it because of severe asthmatic attacks which ap- 
peared whenever he remained about the new house for a 
day at a time. 'The attack would be preceded by cough, 
wheezing and expectoration, beginning within two hours af- 
ter he reached his house and resulting in a paroxysm of 
asthma within eight or ten hours. When he returned to 
his old residence the attack would cea?e within an hour or 
two. The attack never appeared while the new house was 
in process of construction but only when he attempted to 
live there, and at the same time he could visit with impun- 
ity a new barn in process of building on his old farm. 
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Laughing, coughing, sneezing, forcible breathing etc. , 
induce asthma by over-stimulating the bronchial muscles 
(Wilson Pox). Gastro-intestinal irritations are next to bron- 
chial disturbances as a cause for asthmatic attacks. Very 
great variety and peculiarity is exhibited in relation to the 
various articles of diet which induce the attacks. Intestinal 
indigestion undoubtedly acts as a peripheral cause for 
asthma but must also be classed among the causes of toxic 
asthma. Constipation and flatulence may also induce at- 
tacks of asthma. Nasal irritation acting through the sensory 
branches of the fifth nerve is a frequent element in peri- 
pheral irritations resulting in asthma. Nasal polypi, ex- 
ostoses of the septum, turgescence of the cavernous tissue 
covering the turbinates and a thickening of this tissue, are 
given as a cause for asthma (Hack and others), and removal 
of this tissue has been insisted on by many. Undoubtedly 
many cases are due to nasal irritation and are relieved by 
its removal, but that mere turgesence of the tissues will in- 
duce asthma is not borne out by the clinical history of this 
very common condition of the nasal membrane, or by its re- 
moval in instance where it is the only nasal abnormality as- 
sociated with asthmatic attacks. 

Certain odors of animal or vegetable origin, dust, the 
pollen of flowers, the odor of certain drugs, may all induce 
asthma through the very erratic sensibility of some individ- 
uals to the irritation produced by these various substances. 
Unknown atmospheric conditions at certain seasons of the 
year and in certain localities induce asthma (hay asthma). 
Dental irritation in children may produce asthma. Uterine 
irritation from polypi, irritation of the pneumogastric nerve 
by neuroma or enlarged glands in the posterior mediastinum, 
vertebral exostoses or disease of the pneumogastric center 
may bring about attacks of asthma. Cold to the surface of 
the body, especially to the feet, may induce an attack, or it 
may be associated with the disappearance of a cutaneous 
eruption. Eczema, psoriasis and urticaria (Sir Andrew 
Clark) are frequently associated with asthma, the latter 
especially, as it is essentially a neurotic affection. 

Morbid anatomy. — It is useless to review the various 
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theories regardiug the exact condition of which the parox- 
ysm is the result. The nervous factor is generally recog- 
nized, — some condition of the nervous system by which 
stimuli, ordinarily of no moment, influence the vagus or 
sympathetic nerves. Whether the motor branches of the 
vagus are alone concerned (spasm of the bronchial muscles) 
or whether hyperemia of the bronchial mucous membrane 
(Weber) from local vasomotor paresis of sympathetic ori- 
gin is also a factor, is a disputed question. The occurrence 
of both of these conditions most fully explains the various 
types of the disease. Bronchial spasm (Williams and others) 
is a main factor in the attacks, but some degree of spasm of 
the diaphragm (Win trie h, Bamberger) and possibly of the 
inspiratory muscles (Jaccoud, S6e) is, in some instances, 
necessary to explain the clinical manifestations. 

There are no characteristic lesions of asthma. Various 
changes in the bronchi and pulmonary tissue may occur, 
and, in severe and prolonged cases, dilatation of the right 
side of the heart will develop. The effect of the bronchial 
obstruction is to cause increased inspiratory effort with still 
greater difficulty in expiration; as a result there is gradual 
increase in the amount of residual air in the lungs and over- 
distention of the alveoli. 

The amount of expectoration in asthmatic, attacks is 
very variable. In the bronchial type it may be abundant. 
Generally, towards the end of the paroxysm, expectoration 
is more or less free and consists of semi-transparent, gray- 
ish mucus in pellets — "boiled tapioca" expectoration. Spiral 
corkscrew threads of mucin (Curshman's spirals) and 
pointed octahedral crystals (Charcot— Leyden crystals) are 
found in the sputum. The latter are supposed to be a com* 
bination of phosphoric acid with an organic base. While 
spirals and crystals are not found as frequently in other 
pulmonary affections as in asthma, they are in no way char- 
acteristic of the latter affection. 

Clinical history. — Very great variation is shown in 
the history of the different types of asthma. . When devel- 
oped in childhood it may disappear in time. The longer 
the duration and the more frequent the attacks, the greater 
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will be the degree of associated emphysema and the less 
likely the probability of recovery. There may be a history 
of various peculiar and interesting exciting causes or there 
may be no exciting cause ascertainable. There is a wide 
range of associated diseases and morbid states, or, there 
may be absolutely no local or general condition discoverable 
even in the most severe attacks of the true spasmodic form 
of the disease. • 

The attacks may occup only at certain seasons of the 
year. They may be weekly, monthly or yearly or be separ- 
ated by several years. Periodicity is a marked feature of 
nearly all forms of asthma. The spasmodic type is apt to 
come on at night after a few hours sleep. There is apt to 
be a feeling of somnolence or depression preceding the at- 
tack, with or without bronchial symptoms. In bronchial 
asthma there is every degree of combination of bronchial 
and asthmatic symptoms. The dyspnoea may be more or 
less continuous and the asthmatic feature merely an exacer- 
bation when some exertion overtaxes the weakened heart 
and distended lungs. Many of these cases, while termed 
asthmatic, will hardly come under that designation. The 
astiological relations of asthma give many interesting points 
in the clinical history of the various types of the disease 
which are not necessary to recount. 

Symptoms and diagnosis.— In the markedly spas- 
modic forms of asthma the attacks may come on suddenly 
and without warning-, especially at night, though there are 
generally some premonitory symptoms such as depression 
or restlessness, wheezy breathing, abundant, pale, limpid 
urine, constriction about the chest and some dry cough. The 
subject may be wakened from sleep by difficult breathing 
which soon becomes severe dyspnoea. He sits up, leans for- 
ward, breathes slowly and laboriously. The face is slightly 
congested or pale,there is prof use perspiration and an anxious, 
careworn expression. The shoulders are rounded and ele- 
vated and the hands grasp a chair or table in order to fix 
the scapular and humeral attachments of the chest muscles. 
The jugular veins are distended and the muscles of the neck 
are prominent. The whole eldest is lifted during inspiration, 
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which is nevertheless short and inefficient. Expiration is 
three or four times its usual length, but is more difficult and 
inefficient than inspiration and the chest becomes more or 
less fixed in a condition of inspiratory distention. There is 
no pause after expiration, inspiration beginning immediately, 
suddenly and forcibly. The respiratory rate may not be in- 
creased; the pulse is rapid and feeble and may disappear 
during inspiration (pulsus paradoxus); the temperature is nor- 
mal or depressed; and the patient, while in the severest dis- 
tress, is not alarmed. Persistent itching of the chin, ster- 
num, or between the scapulae may be present during the 
earlier part of the paroxysm (Salter). 

The thorax is much distended; the ordinary clothing 
may not meet around the chest by two inches. The dia- 
phragm is lowered as much as possible, the supra-clavicular 
fosssa recede during inspiration and there is absence of the 
usual areas of cardiac and hepatic dullness with epigastric 
pulsation. The percussion note is hyper-resonant, vocal 
fremitus is absent, the vesicular murmur is feeble or absent, 
or is covered by high-pitched sibilant rale? and sonorous 
rhonchi which are very changeable as to location. If bron- 
chitis be present the rales may be more or less liquid or 
crackling in character. The long, wheezing expiration and 
the accompanying dry rales are positive proof of bronchial 
spasm. Every possible gradation as to severity and dura- 
tion of attack is met with in the true spasmodic form of 
asthma, as well as various degrees of bronchial symptoms 
which remain after the attack in the bronchitic form. Af- 
ter an attack of purely spasmodic asthma has subsided there 
may not be a single abnormal sign about the patient's chest. - 
In severe cases cyanosis may be marked and capillary re- 
tinal haemorrhages may occur( Walsh). The urine is abund- 
ant, pale and of low specific gravity and the solids are di- 
minished (Ringer). 

The dyspnoea of asthma is distinguished from that of 
laryngeal or tracheal stenosis by its expiratory, instead of 
inspiratory, nature and by wheezing instead of stridor. 
Laryngeal dyspnoea is accompanied by increased movements 
fo the larynx and by diminution in the size of the chest and 
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elevation of the diaphragm. In cardiac asthma there is 
rapid, panting or sighing breathing and the expiratory act 
is not prolonged. In aneurismal dyspnoea there is tracheal 
tugging, localized dullness, pulsating and brassy cough as 
concomitant signs, with, perhaps, signs of pressure on the 
bronchus, — diminished breathing in the left upper lobe, 
aphonia from vocal paralysis. 

Treatment. — Asthma rivals bronchitis in the number 
of medicaments employed for its relief. This is owing to 
the neurotic nature of the disease and the consequent vary- 
ing aetiological factors. These factors must be carefully 
studied in the individual case and the treatment directed ac- 
cordingly. The patient's knowledge and observation of his 
own case is often most useful in directing the treatment. 

Relief of the paroxysm in no wise influences the contin- 
uance of the disease. The remedies used for the relief of 
the paroxysm are all neurotics which have only temporary 
symtomatic effects and if the disease is to be cured it must 
be done through the administration of constitutional remedies 
such as iodides, arsenic, iron, strychnia, quinia, cod liver oil, 
etc. These remedies are to be persisted in for long periods 
and are much aided by controlling the attacks in the mean- 
time by the neurotics. Iodide of sodium, strychnia and 
fluid extract of euphorbia pilulifera is a combination whose 
prolonged administration has given me much satisfaction, 
especially in the bronchitic form of asthma. 

Climate is an important factor in the treatment of the 
asthmatic. Here each case is a law unto itself, very strik- 
ing peculiarities being observed in relation to climate. Gen- 
erally speaking, a moderately elevated, dry climate is best, 
particularly in the pine or fir regions. It is generally stated 
that the smoky, gas-laden air of large towns is agreeable 
to asthmatics. This may be true of the purely spasmodic 
form of asthma, but in my experience is not so of the bron- 
chitic form in which such cities as Pittsburg, in spite of its 
comparatively favorable latitude, elevation and location in 
the petroleum belt, is entirely unsatisfactory as a residence 
for asthmatics with branchial symptoms. Chicago is to a 
like extent objectionable because of the rapid and radical 
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changes in temperature and moisture. Northern New York 
Wisconsin. Michigan, Minnesota, Idaho, Wyoming, etc., 
are particularly favorable localities for the asthmatic. 
In the spasmodic form due to susceptibility to atmospheric > 
conditions incident to certain seasons of the year, and in hay 
asthma, a sojourn at the seaside is often beneficial. Many of 
these cases, especially of hay asthma, are entirely free from 
attacks while at Mackinac Island, a locality that, while en- 
tirely surrounded by water, has a particularly dry, exhilar- 
ating atmosphere. Cases of asthma which have developed 
marked emphysema must not be sent to a high altitude be- 
cause of the resulting strain on the right side of the heart. 
In preventing attacks of asthma each case must be 
treated symptomatically. Peptic asthma involves the treat- 
ment of every variety of dyspepsia. In addition to dieting, 
the administration of twenty grains of strontium bromide 
and ten grains of sub-carbonate of bismuth, three or four 
times daily, is of great benefit. Flatulence, constipation, 
uterine irritation and nasal irritation must be relieved. In 
the cases exhibiting great nasal sensibility to odors, gases, 
temperature etc., with hyperemia or turgescence of the tur- 
binate coverings, it is best to treat them persistently with 
soothing, cleansing and disinfecting sprays or steam inhal- 
ations. In the absence of abnormal bony or soft tissue 
growths or septum deviations, operations for the removal of 
tissue or cauterizations are not advisable. The ultimate re- 
sults are not nearly as good as many rhinologists have in- 
ferred from the immediate effects of such treatment. For 
nocturnal attacks of spasmodic asthma, thirty grains of 
potassium bromide and a dram of Hoffman's anodyne, at bed 
time, will often prevent attacks (Thomson). Iodide of so- 
dium or potassium and arsenic are the most useful prophy- 
latic drugs. Tincture of lobelia and fluid extract of stra- 
monium are useful adjuvants. The iodides should be gradu- 
ally increased until a fairly large daily dose is given with- 
out producing physiological- effects. Hot coffee, a liberal 
drink of whisky, the fumes of burning nitre paper (blotting 
paper soaked in a solution of nitrate ofpotash.gr. ?xx ad §i) 
or tobacco will at times ward off an attack of asthma. Sker- 
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ret recommends 5 to 10 grains of citrate of caffein at bed time 
for the prevention of morning attacks, and five grains every 
four hours during attack in bronchial asthma. The vapor 
of turpentine or ammonia, or painting the pharyngeal wall 
with a solution of ammonia (Ducros, Trousseau) or sobb- 
ing the nasal passages with a solution of cocaine, may abort 
attacks in cases of nasal and pharyngeal irritation. 

In bronchial asthma, besides the palliative treatment, 
the following is useful: 
3 

Natrii iodidi, 3ii-iii 

Tr. nucis vom., 3iv 

Tr. belladonna, 3i-ii 

Spts. eth. sulp. co., Jiss . 
M. Elix. q. 8. ad §vi 

Sig. 3ii every 6 hours. 
For the relief of the paroxysm of asthma we rely al- 
most entirely on the neurotics and stimulants. Belladonna, 
hyoscyamus, stramonium, duboisia, the nitrites (amyl, ni- 
troglycerine, sodium), iodide of ethyl, opium and ether are 
the most serviceable. Much relief is obtained from the 
fumes of the numerous asthmatic cures, all of which contain 
more or less of the first four drugs enumerated.* The fol- 
lowing is a good formula for a powder for asthma. 

R 

Belladonnae fol., "] 

Stramonii fol., ( x . 

Lobelia fol.^ aaSl - 



Silphii lacin., fol., 
M. Potasii nitratis $ss. 

Fiat pulv. 

Thomson recommends full doses of tincture of bella- 
donna or an injection of atropine at the nape of the neck to 
arrest the asthmatic paroxysm. Nitroglycerine and chlor- 
oform are useful for an attack but the latter is more or less 

♦Candles designed for the administration of stramonium by inhalation (candele 
stramonii) are made of 150 parte of pulverized stramonium leaves, 70 of potassium 
nitrate, and three of balsam of Peru. Stramonium cigarettes (cigarettss stramonii) 
contain one gramme each of stramonium leaves. Compound stramonium ciga- 
rettes (cigarettae stramonii composite) contain one gramme each of a mixture of 3 
grammes of stramonium leaves and 1 gramme each of the leave** of belladonna and 
tussllago farfara. 



Digitized by 



Google 



PATTON: PULMONARY EMPHYSEMA. 269 

dangerous. A few drops of pyridine inhaled from a hand- 
kerchief or butter plate is often efficacious. 

The most efficient remedy for an attack of spasmodic 
asthma is a hypodermic injection of morphine (£ g*)- The 
combination with atropine is advisable. There is little dan- 
ger of drug habit and the best relief is obtained in the 
purely spasmodic cases. Morphia should not be given in 
cases of bronchial inflammation with dysphoea and only in 
small doses, if at all, to cases of bronchitic asthma with 
pronounced bronchial symptoms. 

The general management of the asthmatic involves 
much symptomatic treatment not necessary to detail here, 
but the more closely the individual case is studied the better 
will be the results. 

PULMONARY EMPHYSEMA. 

In pulmonary emphysema there is dilatation of the alve- 
oli of the lungs and atrophy of the alveolar walls. Two 
forms are usually described; a vesicular, and an interlobular 
or interstitial form. The latter is entirely distinct from the 
former to which reference is always made by the unqualified 
term emphysema. 

There are four clinical varieties of emphysema, which, 
while not constituting distinct forms of the disease, are yet 
sufficiently well marked to merit clinical division. They are 
general emphysema (volumen pulmonum auctum, chronic hy- 
pertrophic emphysema, large lunged emphysema,— Jenner), 
senile emphysema (small lunged emphysema, atrophic emphy- 
sema, senile atrophy of the lungs), localized emphysema (com- 
pensatory emphysema) and acute emphysema (dilatation of 
the lungs). Pathologically the last variety is not a form 
of emphysema, as there is no atrophy of the alveolar walls 
but simply acute dilation of the alveoli which may or may 
not be recovered from. 

Emphysema may occur at any age, but is most common 
during adult life. It is more frequent in men because of 
greater exposure to predisposing conditions. 

JEtiology. — The distention of the air spaces is the 
primary change and precedes the atrophy of the alveolar 
walls. In the atrophic form it is possible that this order 
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may be reversed. Exclusive of compensatory emphysema 
it is probable that failure of nutrition (Jackson, Waters) is 
a frequent element predisposing to the development of em- 
physema. 

The increased air tension which dilates the spaces is 
brought about by increased expiratory force (Mendelssohn, 
Jenner) which first dilates those portions of the lungs which 
are in contact with the most yielding portion of the chest 
walls, i. e., the apices, anterior border of the upper lobes 
and the margins of the base of the lungs. The inspiratory 
theory (Laennec, Gairdner.Rindfleisch) is not now accepted 
as the general cause of emphysema, though in the produc- 
tion of localized emphysema the inspiratory cause is un- 
doubtedly an important factor. 

Bronchial obstruction, cough and muscular effort are 
the most important factors in producing emphysema. Occu- 
pations involving straining, lifting, playing on wind instru- 
ments tend to produce the disease. Chronic bronchitis, 
asthma, whooping-cough, laryngeal, tracheal and bronchial 
stenoses cause general emphysema. Localized emphysema 
may result from any disease of the lungs or pleurae which 
limits xhe action of a portion or the whole of a lung. Com- 
pensatory etnphysema of an entire lobe or lung may thus de- 
velop or localized emphysema may develop in the lobules 
adjacent to areas of pulmonary atelectasis, infarctions or 
consolidation. 

In those cases where emphysema is not accompanied by 
or precedes the development of, those mechanical causes 
already enumerated, the cause rests in nutritive changes in 
the lung texture which destroys the elasticity of the lung 
and renders it unable to withstand the ordinary air pressure 
incident to the process of respiration. 

Interlobular emphysema occurs from wounds of the 
lung, rupture of the alveoli from overstrain, as in coughing, 
in connection with laryngeal diphtheria especially after tra- 
cheotomy, or in advanced cases of general emphysema from 
the rupture of air sacs. 

Morid anatomy. — The distention of the air passages 
begins in the inter-alveolar spaces (Rindfleisch). This in- 
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crease is at the expense of the alveoli opening into the in- 
fundibular cavities in relation to which the alveoli are nor- 
mally about one third smaller. The dilatation may be primar- 
ily in the alveoli. The pressure diminishes the blood sup- 
ply to ihe alveolar walls and their epithelium undergoes 
fatty degeneration. The septa between the alveoli become 
partially or completely destroyed and the walls between adja- 
cent infundibular or alveolar spaces give way, the spaces 
coalesce and form round cavities of varying size which may 
be traversed by remnants of vessels or wall. There may be 
more or less connective tissue development, especially in 
connection with cases of chronic bronchitis. 

These processes involve considerable destruction of the 
pulmonary capillary circulation. According to Rindfleisch 
communication is established between the pulmonary and 
the bronchial veins which relieves the tension in the pulmon- 
ary artery but does not aerate the blood. The over dis- 
tended lungs lose their elasticity and the inspiratory trac- 
tion force exerted on the circulation is lost. This, together 
with the obliteration of the capillary vessels, increases the 
pressure in the venous system and the right heart suffers. 
Pressure in the vessels of the bronchial wall causes conges- 
tion of the bronchial membrane. The bronchi may be di- 
lated, particularly in localized emphysema, or they may be 
obliterated or run as fibrous cords across the emphysematous 
sacs. The bronchial walls are usually thickened, though in 
atrophic emphysema they may be thinned. 

The lungs are maintained in the position of ordinary in- 
spiration. The diaphragm is lowered and the heart dis- 
placed downward and becomes more nearly horizontal. The 
hypertrophy of the heart is, in time, followed by dilatation, 
tricuspid regurgitation, dilatation of the right auricle and 
the usual congestions of the liver, stomach, kidneys, brain, 
and oedema of the tissues. 

When interlobular emphysema occurs alter trach- 
eotomy, the air passes behind the deep cervical 
fascia into the chest. From the mediastinum it may pass 
along the tissue around the bronchi and blood vessels and 
appear on the surface of the lung as small beads or bubbles 
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of air beneath the visceral pleura. Interlobular emphysema 
from any cause shQws itself as small air bubbles in the in- 
terstitial tissue of the lung and in row£ beneath the pleura. 
Pneumothorax and pulmonary collapse are the most fre- 
quent associated lesions of interlobular emphysema. There 
may also be general subcutaneous emphysema of the neck, 
face and arms or trunk. 

In general emphysema when the chest is opened the 
lungs do not collapse. The margins are in contact with the 
sternum and the apices till the suprascapular spaces. The 
auricular process of the left upper lobe occupies the pre- 
cordial space, the diaphragm is depressed, the lung tissue is 
soft, of a grayish color, somewhat pigmented, non-crepitant 
and may pit on pressure. The surface may have a frothy 
appearance or large rounded blebs may occupy the margins 
of the upper lobes, or the bases. These air sacs may be 
pedunculated. The lung tissue is dry and bloodless except 
at the base where it maybe oedematous or congested if bron- 
chitis or weak heart have been present. Pleural adhesions 
are not so frequent as in other diseases of the lungs Ather- 
oma of the pulmonary artery is frequently present. 

In senile emphysema the lungs are small and collapse 
readily and are deeply pigmented. The vesicles are fused 
from atrophy of the septa. The margins may be 'much di- 
lated and large air sacs may be present. The bronchi are 
dilated and their walls thin, membranes congested and they 
may contain puriform fluid. Collapse and oedema of the. 
posterior portions of the lower lobes are frequent: The 
chest is rigid and small and the lower ribs oblique and in 
contact with each other. Senile emphysema is associated 
with general atrophy and wasting of the bodily tis- 
sues. 

Local emphysema is secondary to some disease of the 
lungs, bronchi or pleurae, areas of arrested pulmonary tuber- 
culosis, cavities, bronchial dilatations, atelectasis or fibroid 
areas in the lung or pleuritic adhesions and indurations. 
The apices and the posterior and upper portions of the lower . 
lobes are frequent locations for this form of emphysema. 
Local areas of fibroid or collapsed lung may be surrounded 
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by, or imbedded in, emphysematous tissue. Large air cavi- 
ties are usually absent in compensatory emphysema. 

The so-called acute vesicular emphysema is simply an over- 
distention of the alveoli. It may result from acute bronchi- 
tis, violent inspiratory efforts, partial stenosis of the trachea 
or bronchi by collapse of the lung increasing the strain on 
the remaining portion, asphyxia from any cause. While it 
occurs most often when the above causes are fatal, it also 
occurs in non-fatal cases and may be recovered from. 

Clinical history.— The history of emphysema is in 
nowise characteristic. The insidious advent of the disease 
accustoms the subject to the altered conditions of respira- 
tion and there is little complaint until the condition becomes 
severe. The history mainly refers to the symptoms caused 
by the associated affections, particularly the bronchitis, 
and it is quite common to have patients who are markedly 
dyspnceic remark that if the cough were better they would 
get along all right with the breathing. The dyspnoea is 
always present, is likely to be paroxysmal and is increased 
by exertion or interference with the action of the diaphragm 
by flatulence. In children the history may point to an attack 
of whooping-cough as the origin of the dyspnoea. In ad- 
vanced cases orthopnoea is present and the patient may not 
be able to lie down. Cyanosis may be more marked than the 
degree of dyspnoea would lead us to expect. Haemoptysis 
may occur and may be severe though usually unimportant. 
Cough and expectoration are related to the accompanying 
bronchitis and are particularly troublesome in cold, wet 
weather. The appetite is poor, digestion bad and the gen- 
eral nutrition much below par. 

Senile emphysema is associated with a history of gen- 
eral senile atrophy. The ability for exercise is limited and 
the respiratory necessities consequently less. Dyspnoea is 
therefore not marked. Paroxysmal dyspnoea is uncommon 
though the associated bronchial inflammations may be at- 
tended with shortness of breath. Local and acute emphy- 
sema have only such history as is associated with the condi- 
tions which cause them. With a history of severe disease of 
one lung or pleura with loss of functional ability we may 
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have a general emphysema of the opposite lung which is 
essentially compensatory in nature and yet may ultimately 
differ in no way from the ordinary morbid developments in 
the large lunged variety of emphysema. 

Sudden and urgent dyspnoea following tracheotomy, 
with or without symptoms of pneumothorax, or severe 
dyspnoea after violent attacks of coughing or in advanced 
stages of general emphysema, may indicate the development 
of the interlobular form of emphysema. 

Symptoms and diagnosis. — The symptoms of emphy- 
sema are generally modified by those of the associated le- 
sions ol the chest. The dyspnoea, cough, cyanosis, general 
appearance of the patient and the conformation of the chest 
are characteristic in the well developed forms of the disease. 

The general symptomatology of the so-called hypertro- 
phic form of the disease is well illustrated in the following 
history of an outdoor clinic case: 

M. D., wood turner, aged 49. Always healthy until five 
years ago when he had a severe attack of bronchitis during 
the winter. The following winter had another attack of 
bronchitis and since then has suffered from more or less 
dyspnoea and cough with frothy expectoration. He is usually 
worse during the winter mouths. Has never had any bloody 
expectoration. At present suffers from dyspnoea which, at 
times, is paroxysmal and distressing and is always worse on 
exertion. Cough is more or less troublesome and is attended 
with scanty, viscid expectoration. Has no pain but there is 
a sense of constriction about the lower portion of the chest. 
The pulse is small, weak and at times irregular. Tempera- 
ture normal, appetite poor, digestion bad, sleeps fairly well. 

The patient is slightly cyanosed. The cervical veins 
are distended but there is no jugular pulsation beyond that 
conveyed from the carotid artery. The facial lines aae dis- 
tinct and his face has a careworn expression. The alaa nasi 
are widened, the lips thick, the eyes prominen and the con- 
junctivae injected. The finger ends are clubbed. The abdo- 
men is prominent, the liver and spleen lowerd than normal 
and somewhat enlarged from congestion . There is no oedema 
or ascites. 

His chest is enlarged in all its diameters, paricularly in 
the anteroposterior. It is rounded (barrel- shaped) in form 
with the shoulders elevated and the scapulae rotated some- 
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what on their axes, the posterior borders and lower angles 
standing well out from the chest wall. The whole, chest 
looks shorter though the vertical diameter is increased by 
downward displacement of the diaphragm, and the oblique 
diameter by the more horizontal position of the ribs and the 
widening of their interspaces. The clavicles are well for- 
ward and the inspiratory muscles of the neck are prominent 
and tense. The junction of the manubrium with the body of 
the sternum (angulus Ludovici) is prominent and the lower 
portion of the sternum slightly depressed. The costal angles 
are widened. The suprascapular depressions are effaced, 
the upper intercostal spaces are even with the ribs but the 
lower spaces are depressed and there is inspiratory reces- 
sion of these spaces below the fourth interspace; when he 
coughs the spaces bulge slightly. The respiratory excur 
sion of the chest is limited and the expiration is much pro- 
longed. The heart impulse is absent from the usual situa- 
tion and there is systolic, epigastric impulse. A few dilated 
veins are present along the anterior and lateral portions of 
the chest, corresponding to the attachments of the diaphragm. 
On palpation we find the fremitus barely perceptible 
over the upper chest. Below the level of the fifth rib in the 
axillary line the fremitus is increased on both sides. The 
cardiac impulse is not felt in its usual situation. The per- 
cussion note is hyper-resonant, low in pitch, empty in quality 
and of great intensity even over the arefes of increased frem- 
itus and is not appreciably modified by inspiration or ex- 
piration. The resonance extends in the mam miliary line to 
the eighth rib on the left and to the sixth rib on the right. 
Behind it extends to the eleventh rib. The respiratory mur- 
mur is feeble and suppressed over the upper portion of the 
chest, below the fourth rib it is somewhat harsh. The expir- 
ation is about three times as long as the inspiration and over 
the areas of increased fremitus it is slightly higher pitched. 
Laterally and in front, crackling rales are heard below the 
fourth ribs. Behind, at the bases, the rales are finer. The 
heart sounds are weak and distant; the first sound, having 
lost its muscular tone, is short and indistinct. The second 
sound, over the pulmonic area, is markedly accentuated. 

In senile emphysema dyspnoea is usually not severe ex- 
cept during exertion, bronchial and asthmatic symptoms are 
not very pronounced. The subjects are emaciated. Venous 
congestions, cyanosis, clubbing of the fingers, displacement 
of the heart and diaphragm are absent. The barrel shape 
of the chest is not marked, though the lateral diameters are 
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diminished. The ribs are oblique and the interspaces are 
wide above, while below they are very narrow. Inspiration 
is shallow and there is inspiratory recession of the inter- 
spaces. The percussion note is low in pitch but clear in 
tone and empty in quality. The respiratory sounds are 
feeble and the expiration but moderately prolonged. There 
may be rales at the base of the lungs. 

In localized emphysema the signs are modified by the 
conditions which cause it. These conditions generally re- 
sult in more or less condensation of local areas of lung tissue 
largely from interstitial increase of tissue. These areas, 
surrounded by emphysematous tissue, will give marked in- 
crease in fremitus with a low-pitched percussion note of 
empty quality. This apparent anomaly in physical signs is 
due to the more dense tissue being surrounded with alveoli 
in which the air tension is greatly increased. 

When signs of local emphysema are present in an apex 
of the lungs they may be due to compensatory emphysema 
developing as a result of the changes incident to a healed or 
quiescent local tuberculosis. 

Enlargement of a portion or the whole of a lung as a re- 
sult of extensive disease or contraction of the opposite lung 
may, according to Fowler, be regarded as a true hypertro 
phy,— if the functional activity be increased (puerile breath- 
ing), or as emphysematous if the activity be decreased 
(feeble breathing with prolonged expiration). 

Acute vesicular emphysema is characterized by the signs 
of marked distention of the chest with air, urgent dyspnoea, 
perhaps cyanosis and such additional signs as may attend 
the cause of the attack. 

The symptoms of interlobular emphysema are dimin- 
ished respiratory sounds in connection with urgent dyspnoea. 
Signs of pneumothorax and collapse of the lung, or perhaps 
of general subcutaneous emphysema, may be present 

The diagnosis of emphysema is usually not difficult In 
pneumothorax the affected side is enlarged, the spaces ob- 
literated, movement is restricted or absent and is exagger- 
ated on the opposite side. The percussion note is more 
amphoric or tympanitic in quality and the breath sounds 
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more indistinct than in vesicular emphysema. It may ;£>f tea 
be difficult to estimate the exact status of cases of combined 
emphysema, bronchitis and failure of the right ventricle, 
but treatment will often aid us in this respect Aneurisms 
of the transverse portion of the arch of the aorta may pre- 
sent bronchial and dyspnoeic symptoms, but the presence of 
local dullness or the absence of hyper-resonance, together 
with the brassy cough and tracheal stridor, will aid differ- 
entiation 

Treatment. — Emphysema, when atrophy of the septa 
has occurred, is not a curative affection. The future of the 
case must be judged by the condition of the heart and gen- 
eral nutrition. Most of the patients are under treatment for 
some of the associated affections, for, to the emphysematous 
state itself, they become largely indifferent because of its 
gradual development and progress. 

The direct treatment of the emphysematous condition 
by means of compressed air baths (Williams) or by the in- 
spiration of compressed air and expiration into rarefied air 
(Waldenburg), while productive of increased comfort and 
some benefit to the patients, is not directly curative and in- 
volves the application of troublesome methods of mechanical 
treatment. Emphysematous subjects should seek such 
localities as furnish atmospheric conditions and air pressure 
suitable to their impaired respiratory power. Many cases 
do well at the sea level though the changes in temperature 
in winter and the dampness may aggravate their condition. 
The tendency towards bronchitis and asthmatic dyspnoea 
renders a warm, dry climate the most advantgeous. The 
altitude must be decided by the condition of the right heart 
and the respiratory capacity. As failure of the right heart 
is the chief thing to guard against, a permanent residence at 
a considerable altitude is dangerous. 

The general nutrition of the patient must be increased 1 
by diet and tonics. Iron, arsenic and strychnia are the best 
tonics. Iodide of potassium in from five to ten grain doses 
is very useful. Iodide of sodium may be used in place of 
the potassium salt. A useful combination is the fol- 
lowing: 
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Ferri arsen., gr. J. 

Ext. nucis vom., gr. J. 

Peps, purae gr. i. 

M Ext. cascara sag., gr. J. 

The various remedies already detailed for use in bron- 
chitis and asthma are to be used when these conditions are 
associated with emphysema and as these are the complaints 
with which patients come for relief, such remedies consti- 
tute a large part of the therapeutic measures called for in 
emphysema. The functions of the liver and bowels must be 
watched. Occasional doses of mercurials are of great ser- 
vice at times. When congestions and oedema appear, digi- 
talis is to be used as in other conditions attended with ataxia 
of the heart. Strychnia in large doses is very useful in these 
cases. 

With paroxysmal attacks of dyspnoea morphia should 
be used with caution if there is much bronchitis present. 
With marked cyanosis from an overtaxed right ventricle 
venesection may be indicated. 
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A PECULIAR CASE OF DRUG POISONING— By 
L. Harrison Mettler, A. M., M. D., Chicago, 111. 

The following case of idiosyncrasy is of interest as a 
possible means of comparison between the action of certain 
medicines. Prompt, distinct poisoning was produced by the 
minutest dose of morphine, strychnine and mercury (calo- 
mel). Quinine and many other drugs were without effect. 

The patient is a married, childless woman, near the 
change of life. She has always enjoyed fairly good health. 
The offspring of a neurotic ancestry, she is a neurotic her 
self but has never suffered from any particular form of 
nervous disease, except an occasional attack of migraine. 
She has never had any cardiac or pulmonary trouble. 
Pleurisy she has had. Her digestion is good and she 
possesses a good appetite. She is inclined to constipation, 
for which there may be a partial explanation in the condi- 
tion of her womb. The action of the liver is sluggish, and 
this in combination with the constipation results in a certain 
amount of auto-infection. She is the victim of the uric acid 
diathesis and hence has occassional attacks of subacute 
rheumatoid pains. She carries a large uterine fibroid, for 
which operation has been declined. The uterine cavity 
measures five and a half inches; the endometrium is dis- 
eased; and there is a posterior flexion of the organ. Men- 
struation is irregular, painless, except at times, prolonged 
and profuse. There has been much improvement in this re- 
spect however, during the last year as a result of general 
treatment. She is an enthusiastic, bicyclist contrary to 
medical advice, and seemingly enjoys good health in spite of 
her condition. 

A singular feature about the case is that she cannot take 
the minutest quantity of morphine, strychnine or mercury 
without the occurrence of certain vasomotor manifestations 
which cause great distress. I have several times inadvert- 
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ently administered all three medicines and have always been 
promptly sent for a few hours later to behold the result of 
my lapsus memoria. 

There are no immediate symptoms such as nausea or 
syncope from any one of them but a few hours after their 
ingestion, the entire surface of the body, except the face and 
hands, becomes intensely red (erythema), hot and itchy. The 
itching (paresthesia) is absolutely intolerable and the heat 
is so keen that the patient says she feels as "though she 
were burning up." The redness is diffused universally and 
is of a marked, deep hue. It disappears upon pressure, to 
return with great promptness. The skin is nowhere ele- 
vated and I have never observed any oedema. (Edema might 
occur if larger amounts of the poison were taken than I have 
ever administered. The urine is at first scanty but soon be- 
comes more abundant. Usually the condition lasts from four 
to five days, disappearing gradually. 

Here is clearly a sympathetic or vasomotor idiosyncrasy 
that reveals, in this case at least, a more or less similarity in 
the action of these three medicaments. Quinine, which 
affects so many people, does not disturb this patient and she 
can take large doses of it. The action of other medicines 
has been observed. The coal-tar preparations, byoscya- 
mus, belladonna, viburnum, valerian, camphor, acids, alka- 
lies, codeine, Pulsatilla, arsenic, the bromides, cannabis, 
indica and iodine, as taken from my notes, do not produce 
any unusual disturbance; but gr. ^ 4 of morphine, gr. B \ of 
strychnine or gr. -fa of calomel will promptly bring about 
the state of affairs which I have described. 

Most cases of erythema are due to some gastro- intestin- 
al disturbance. In this instance, I am inclined to attribute 
the trouble to a direct poisoning (inhibitory) of the sympa- 
thetic vasomotor apparatus because (1) there are no imme- 
diate gastro* intestinal symptoms after the poison has been 
taken and; (2) the rash does not appear until a considerable 
time after. 

The action of morphine upon the nervous system is well 
known; so is also that of strychnine. The similarity of the 
action of mercury is, I believe, not so clearly recognized. 
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In speaking of calomel, Bartholow says "obscure nervous 
phenomena result," but he is referring more particularly to 
the prolonged use of the metal. Strychnine and morphine 
affect the motor apparatus before they do the sensory, de- 
stroying by exhaustion the irritability of the motor nerves. 
In their action upon the blood-vessels, it is hard to say 
whether they paralyze the vaso constrictors, though this is 
more probable, or stimulate the vasodilators. Palck, 
quoted by Bartholow, maincains that strychnine acts pri- 
marily on the brain, or rather on the vasomotor center of 
the brain. The action of morphine in lethal dosage is easily 
observed. There is first stimulation, then paresis, of the 
vasomotor apparatus with cutaneous itching, local warmth, 
etc. In my patient the similar symptoms caused by mer- 
cury, viz. : redness, itching, heat, etc., would seem to indi- 
cate a similarity of action upon the vasomotor apparatus. 

Shoemaker, quoting from Prince A. Morrow's "Drug 
Eruptions," gives a list of medicines that have been known 
to produce erythematous and other rashes. He says "the 
administration of small doses of mercury may occasionally 
produce a partial or general, deep-red eruption. The region 
attacked is ordinarily the face but it may spread over part 
or all of the surface." In my case it was the face and hands 
that escaped. 

In regard to strychnine he has this to say: "a scarlatini- 
form eruption has been noticed even after the use of one 
twenty-fourth of a grain." One-sixtieth of a grain, or even 
less, will cause it in my case. 

As so many other drugs have been known to produce 
the same scarlatiniform rash, it is difficult to understand 
why those same drugs do hot produce the same effect in my 
patient. What is the explanation of this selective action of 
morphine, strychnine and calomel? Idiosyncrasy is a 
pleasant, high-sounding term to cover up our ignorance but 
it is not an explanation. 

Reliance Building. 
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CLINICAL NOTES ON NUCLEIN SOLUTION IN 
TUBERCULOSIS.— By F. R. Frazier, M. D., 
Yorkville, 111. 

Case I. Mrs. H.— Aged 27. First consultation, Sep- 
tember 11th, 1895. Family history shows marked tubercu- 
lar predisposition. Present illness dates back nine months 
to an attack of pertussis. Symptoms: cough, profuse ex- 
pectoration containing small caseous masses, drenching 
night sweats, hectic fever (100° to 103? P. M.), "palpitation", 
fainting spells, shortnesss of breath, amenorrhoea, etc. No 
haemorrhage. Physical examination: frail and anaemic, 
weight 88£ pounds (10 pounds under normal), chest over 
left apex slightly depressed, respiratory movement re- 
stricted, dullness to second rib, moist rales, harsh respira- 
tion, cog-wheel rhythm. Microscopic examination of the 
sputum revealed tubercle bacilli in limited numbers. 

Treatment A walk of one mile daily in good weather, 
non-stimulating food, daily cool baths followed by brisk 
massage, ten hours sleep in each twenty-four. Nuclein so- 
lution hypodermically each day in gradually increasing 
doses beginning with ten minims. 

Remit. Notable improvement from the first. Dose in- 
creased to seventy minims and continued for about one hun- 
dred injections. Present condition, (May 25, 1898), micro- 
scopic findings negative, weight 98 pounds, slight cough, 
no expectoration, "never felt better," menstruating regu- 
larly, good appetite. Examination of lung negative. 

Case II. Miss L. — Aged 23, first consultation Novem- 
ber 4th, 1895, father died of phthisis. Cough became con* 
stant four months ago. No haemorrhage, nor night sweats. 
Expectorates about two ounces daily, cheesy masses pres- 
ent. Lost seven pounds in weight, slight afternoon fever. 

Physical examination: Typical * 'tubercular habit," 
anaemic, weight one hundred and ten pounds. Right apex 
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depressed, respiratory movement limited, dullness to third 
rib, harsh respiratory sounds, moist and sibilant rales. 
Heart tumultuo.us. Microscopic examination of sputum dem- 
onstrated tubercle bacilli in very large numbers. 

Treatment. Same as in case 1. Patient exhibited 
marked improvement in her general condition while the 
pulmonary affection apparently made no progress and 
showed but little signs of improvement. After sixty- 
nine injections she, at my advice, went to Colorado where 
she remained for some time. 

Under date of September 19th, 1897, I last heard from 
her and from her description I judge that the disease was 
fast gaining on her. 

Case III. Miss G. — Aged 18. First consultation Sep- 
tember 27th, 1897. No family history of tuberculosis. Per 
sistent cough for four or five months. Expectoration grad- 
ually increasing. No haemorrhage, night sweats, hectic 
fever, palpitation. Lost twelve pounds in weight. 

Physical examination revealed typical signs of early tu 
berculosis of left apex. Microscope demonstrated tubercle 
bacilli in sputum in considerable numbers. 

Same treatment as previous cases. One hundred injec- 
tions were given. Very marked improvement both local 
and general. Present condition (June 1st, 1898) good. 'Has 
gained twenty pounds. No cough or expectoration. Says 
she never felt so well before. Microscopic examination of 
sputum negative. 

Case IV. Miss D. — Aged 21. First consultation March 
28, 1896. Diagnosis, catarrhal appendicitis. Trouble re- 
curred five times in next twelve months; attacks of moder- 
ate severity. May 6, 1897, was operated upon by Dr. John 
B. Hamilton who made a post-operative diagnosis of tuber- 
cular appendicitis. Appendix removed, also a portion of 
the omentum as large as a man's hand which was studded 
with tubercles, as proven in the pathological laboratory of 
Rush Medical College. Recovery uneventful. Returned 
home June 6th, 1897. 

Patient was soon seized with a very persistent dry pleu- 
risy of aggravated type, also considerable abdominal pain 
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and tenderness. Diagnosis: tubercular pleurisy and local- 
ized peritonitis. 

The nucleinic treatment was instituted but the patient 
exhibited such marked reaction following even a small in- 
jection that the treatment had to be discontinned after six 
injections varying from one to four days apart. 

About half an hour following each injection the patient 
would experience a sense of suffocation, nausea and vomit- 
ing. Temperature would quickly run up to 101° or 102°, 
pulse quick and bounding. The local reaction was excess- 
ive. About six hours following the injection local swelling 
and induration would be marked, pain considerable. The 
patient would be confined to her bed for six or eight hours. 

Patient did well on guaiacol and hypophosphites. 

Case V. Mr. Mc. First consultation October 16, 1897. 
Typical symptoms of beginning phthisis. Examination of 
left apex revealed classical signs. Dullness to third rib. 
Microscopic examination of sputum showed numerous tuber- 
cle bacilli. 

Treatment as previously outlined, one hundred injections 
were given. 

Result, both general and local, was very favorable. 

Present condition, June 8, 1898. Peels as well as he 
ever did; gained seventeen pounds, no cough or expectora- 
tion, appetite and digestion excellent. Is working at his 
trade (printer) daily. Examination of sputum has not been 
made. 
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13 THE MOST POWERFUL ANTISEPTIC AND PUS DESTROYER. 
HARMLESS STIMULANT TO HEALTHY GRANULATIONS. 

^J| L I ^^ ^^ ^L ^b# 1 ll EL combined with Ozone> 
3 THE MOST POWERFUL HEALING AGENT KNOWN. 

These remedies cure all diseases caused by Germs. 
Successfully used in the treatment of diseases of the Genito-Urinary Organs 

(Acute or Chronic) : 
WHITES, LEUCORRHCEA, VAGINITIS, METRITIS, ENDOIIETRITIS, 
ULCERATION of the UTERUS, - URETHRITIS, GONORRHCEA, - CYSTITIS, 
ULCER of the BLADDER, Etc. 

Send for free 240-page book " Treatment of Diseases caused by Germs/' containing 
reprints of 120 scientific articles by leading contributors to medical literature. 

Physicians remitting 50 cents will receive one complimentary sample of each, 
" Hydrozone " and •• Glycozone " by express, charges prepaid. 

Hydrozone is put up only in extra small, small, Prepared only by 

medium, and large size bottles, bearing a red label, 
white letters, gold and bine border with my i * 

Glycozone is put up only in 4-02. , 8-oz. 1 
bottles, bearing a yellow label, white and black ' 
red and blue border with my signature. __ 

Marcliand'S Eye BalHiUU cures all inflamma- Chemist and Graduate qf the " EcoU Centrals 
tory and contagious diseases of the eyes. desArtset Manufactures de Paris*' (Francs), 

Charles Marchand, 28 Prince St., New York. 

Sold by leading Druggists. Avoid Imitations. EFMcntion this Publication. 
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Predigested Beef ' 



J is the basis of Armour's Nutrient Wine 

I Of Beef Peptone— a preparation which 

\ presents the entire digestible substance of prime, 

lean beef in a form requiring no effort of the 
digestive organs to render it diffusible. 
Nutrient Wine is more of a food than a stimulant and 
is invaluable in the treatment of Typhoid Fever, 
Phthisis, Cancer, Ulceration of the Stomach, or 
any disease accompanied by faulty or insuffi/ 
cient nutrition. 
Put up in pint bottles that retail at $1.00. 

i Armour & Company, Chicago. * 
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SUPERIOR TO PEPSIN OF THE HOG 



INGLUVIN 



A Powder— Prescribed In tlie 
same wanner, doses and 
combinations as pepsin. 

A SPECIFIC FOR VOMITING IN GESTATION IN DOSES of lO to 20 Grains. 



WM. R. WARNER &, CO.'S PILLS 

—ARE- 
SOLUBLE, POTENT, PERMANENT, RELIABLE 

being prepared from pure drugs in a scientific manner. The coating (sugar or gelatin) hermeti- 
cally seals and protects the contents indefinitely and upon ingestion of the pills.the coating dis- 
solves in a few minutes, thus liberating its ingredients In a condition favoring rapid assimilation. 



Ingluvin Comp. Digestive. 

(Uncoated lentlform) Per 100. $1.50 

Med. urop. — Antldyspeptic. Corrects 

nausea and constipation. 
Ingluvin. 3 grs. A loin, 1-30 gr. 

Nuc. Vom., 1-5 gr. Glngerine, 1-10 gr. 

Ingluvin et Nuc. Vom. 

(Gelatin only) Per 100, $1.50 

Ingluvin. 3 grs. 

Ext. Nuc. Vom., 1-16 gr. 

Ol. Res. Ginger, 1-10 gr. 
Ingluvin et Cerium Comp. 

'Gelatin only) Perl00,$1.80 

Ingluvin, 3 grs. 

Oxalate Cerium, 2 grs. 

Bis. Sub. Nit., 2 grs. 

Ext. Nuc* Vom., 1-30 gr. 

Ingluvin et Gentian. 

(Gelatin only) Per 100, $2.00 

Ingluvin, 5 grs. 
Ext. Gentian, 1 gr. 

PIL. SUMBUL COMP. 

(Wm. U. Warner & Co.) 

Ext. Sumbul, 1 gr. Ferrl Sulph. Exs. 1 gr. 

Assafetlda. 2 gr. Ac. Arsenious, 1-40 gr. 

Dr. Goodell says: * I use this pill for nervous 
and hysterical women who need building up." 

This pill is used with advantage in neuras- 
thenic conditions in conjunction with Warner 
& Co.'s Bromo Soda, one or two three times a 
day. Per 100, $1.00. 

PIL. CA8CARA CATHARTIC. 

Warner & Co. Dr. Hinkle. 

Each containing: 

Cascarin, M gr. Belladonna, % gr. 

Aloin, Jigr. Strychnine. 1-60 gr. 

Podophyl, 1-6 gr. Glngerine, \i gr. 

Dose, 1 to 2 pills. 



PIL. PERISTALTIC. 

(Wm. R r Warner & Co.) 

Each containing: 

Aloin. H«r. Strychnine, 1-60 gr. 

Ex. Belladon., % gr. Ipecac, 1-16 gr. 

Dose, 1 to 2 pills. Per 100, 40 cents. 

PIL. PERISTALTIC. (Mercurial). 
Aloin, H gr. Strychnine. 1-60 gr. 

Ex. Belladon., % gr. Ipecac. 1-16 gr. 
Calomel, 1-10 gr. 
Per 100, 50 cents. 
Especially serviceable in the hard conditions 
of the bowels and torpidity of the liver usual 
in connection with piles. This pill will produce 
free and copious evacuations, and render In- 
valuable service when indicated. 



Liberty, Ohio. June 9, 1807. 
Messrs. Wm. R. Warner & Co.. Philadelphia. 

Gentlemen : Last winter I unearthed a small 
vial of your Aloin Granules that by chance had 
been stowed away for twelve years. Having 
always used your Aloin Granules in my prac- 
tice I of course used these, and as far as T could 
determine they were as efficient as the day they 
were made. I tried them on myself several 
times, with results as good as could be wished 
for. I have kept a few as a curiosity. They 
are O.K. Yours truly, J. H. AOATR. 

PIL. ARTHROSIA. 
(Wm. R. Warner & Co.) 
For the cure of rheumatism and rheumatic 
gout. 

Formula.— Acid Salicyllcum, Resin a Podo- 
phyllum, Quinia, Ext. Colcbicum, Ext. Phyto- 
lacca, Capsicum. 

Almost a specific in rheumatism and gouty 
affections. Per 100, 60 cents. 



PIL. DIQT»8TIVA 
(Wm. R. Warner & Co.) 
A Valuable Aid to Digestion. 
Pepsin Oonc't, 1 gr. Glngerine, 1-16 gr. 

Pul. Nuc. Vom.. M gr Sulphur. H gr. 
This combination is very useful in relieving 
various forms of dyspepsia and Indigestion, 
and will afford permanent l>eneflt in cases of 
enfeebled digestion, where the gastric juices 
are not properly secreted. 

As a dinner pill, Pil. Digestlva is unequalled 
and may be taKen In doses of a single pill either 
before or after eating. Per JOO, 60 cents 

PIL. ANTISEPTIC. 

( Wm. R. Warner & Co.) 
Sulphite Soda, 1 gr. Salicylic Acid, 1 gr. 

Ext. Nuc. Vom., H gr. Dose, 1 to 3 pills. 

1*11- Antiseptic is prescribed with great ad 
vantage in cases of dyspepsia attended with 
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"Paris is a city of hospitals, it having twenty supported 
by the public, with an aggregate of twelve thousand beds, 
from which are discharged annually about one hundred and 
ten thousand patients, of whom forty thousand are women. 
The annual average of deaths in these hospitals in seven 
thousand men, five thousand women, and three thousand 
children. The Assistance Publique expends annually 
36,000,000 francs on benevolent institutions which assist 
about four hundred and sixty-seven thousand persons." — 

Correspondence in Med. Bee, July 2. 

* * 

* 

An Eastern physician believes that barber shops should, 
in the interest of the public health, be put under control. 
He believes that the following rules should be observed, 
viz., (1) The barber's hands should be carefully cleansed 
after each patron. (2) The lather should be applied by the 
hand. (3) Only sterilized razors should be employed. (4) 
The use of sponges, puffs, pads and magnesia cakes should 

be avoided. (5) Metal combs should be used, 

* * 

The Medical Society of New Jersey is said to be the 
oldest state society in this country, the one hundred and 
thirty-second annual meeting being recently held at Asbury 
Park. During the revolutionary war, that is, from 1775 to 
1781, no regular annual meetings were held "as most of the 
members of the society were actively engaged in the war." 

Based upon a study of 105,749 confinements of married 
women in New South Wales, Dr. T. A. Coghlan concludes, 
in a paper read before the Royal Statistical Society of Lon- 
don, that if a woman marries at 20 years of age the total 
number of children borne by her is 7.2; if at 21 years, 6.8; 
at 24 years, 5.6; at 28 years, 4.1; at 32 years, 2.9; at 36 
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years, 1.7. From another table given the following facts 
can be deduced: On an average 1 woman in 23 who marries 
at the age of 20 will die in childbirth; 1 in 32 if the marriage 
is at the age of 25; 1 in 39 at the age of 30; 1 in 43 at the 

age of 35; and 1 in 42 at the age of 40. 

* * 

* 

Speaking editorially of the Care of our Wounded Soldiers 
the Bos. Med. and Surg. Jour, says that the "military surgeon 
of today has a far better outfit" (mental, as well as in the 
matter of impedimenta) "for his work of caring for our 
wounded soldiers than his predecessors of thirty odd years 
ago. He will be expected, therefore, to do better work and 
save a larger percentage of lives. Unfortunately, however, 
the means and weapons of modern warfare are deadly and 
destructive to a degree never known in the past, necessa- 
rily, therefore, every battle will be attended with a larger 
mortality. Our soldiers on the battlefield in Cuba are meet- 
ing with lesions by shot and shell and ball at which our sur- 
geons stand aghast, and the surgical history of the present 
war bids fair to be something unique." 

* 

One of the most famous medical authors of the old 
school, and an English mind in the profession it is a delight 
to remember, has left a striking sentiment for nineteenth- 
twentieth century ambitions in the field of medical work. 
Sir Thomas Brown was evidently content with his time, and 
while he accomplished much as a thinker, author and prac- 
titioner he, judging from his words, strove not for the plau- 
dits of posterity. He says: "At my death I mean to take a 
total adieu of the world, not caring for a monument, history 
or epitaph— not so much as the bare memory of my name to 

be found anywhere but in the universal register of God." 

* * 
* 

"But what is medical experience? I unhesitatingly re- 
ply only something which has been well recorded, and for 
the vast majority of physicians only what has been recorded 
with ink. I utterly distrust the records of memory. The 
records of memory, when compared with records in ink, are 
indefinite, indiscriminate, inexact, incomplete, insufficient 
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and not infrequently they prove to be wholly fallacious; be- 
cause instead of actual memories they turn out to be impres- 
sions or opinions instead. I once, for example, came near 
prescribing a certain drug in a routine fashion when any 
one came to me with a stomach trouble, because I was under 
the impression, based upon memory, that it uniformly gave 
relief. But when I came to write a paper on the action of 
this drug in gastric disorders I consulted my records of 236 
patients to whom I had prescribed it and discovered that in 
sixty-six of them it failed to do any good. As a class of 
failures in therapeutics may be as instructive as a class of 
successes, I found on investigation that my favorite medi- 
cine succeeded only when gastritis was present, and failed 
when it was not present, but because the gastritis cases 
were the most impressive, my memory held them and 
dropped the others entirely. 

It is because the memory only is trusted that the vast 
field of medicine occupied by the general practitioner has 
been so barren of fruit, so that nearly all additions to our 
knowledge have come instead from the systematic records 
of hospital practice conjoined with the recent, but most in- 
valuable aid of the laboratory of experimental medicine. If, 
in the therapeutics alone, our physicians would only record 
the effects of their prescriptions and then review the results 
as they are illustrated in the written histories of their pa- 
tients, I think that soon the U. S. Dispensatory would 
shrink to one-fourth its present bulk and then be many times 
its present value."— Thomson. 

There was in Berlin recently a test of endurance be- 
tween vegetarians and flesh-eaters. It seems that there was 
a walking match of about 70 English miles in distance. Of 
the 17 contestants six were vegetarians and eleven non- 
vegetarians. The six vegetarians are reported to have passed 
the goal in excellent condition, showing no trace of excessive 
fatigue, but of the flesh-eaters only one was able to hold out 
to the end and he was far behind the vegetarians. The dis- 
tance was covered by the victors in fourteen and one-quarter 
hours. %* 
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The typhoid bacillus is found in enteric fever in the in- 
testinal lesions, in the mesentery glands, and in the spleen. 
It is also found, in some cases, in the intestinal discharges, 
and also in the urine, and has occasionally been found in the 
liver and blood.-— Sidney Martin. 

• 
Sansom . found the average age of death in cases of 
mitral stenosis (in 61 cases) to be 82. 7 years. Hayden, in 
42 cases gave 37.8 years. Broadbent, in 53 cases, gives the 
average as 33 years for males, and 37 to 38 years for females. 
Samways, studying the post mortem records at Guy's Hospi- 
tal, London, for ten years shows that the average age at 
death, males and females together, was 38£ years. 

Dr. W. G. Macdonald, writing from Paris to the Bos, 
Med. and Surg. Jour., very vividly pictures the miserable 
condition of things in that great French center from a moral 
and public health point of view. This correspondent also 
enters upon the discussion of the municipal control and reg- 
istration of prostitutes — a topic which has been pulled one 
way and another by publicists and medical men'for many 
years. We do not mean to enter the arena of rabid discus- 
sion on this very important question, but we would like to 
reproduce for our readers the view as it appears to the eyes 
of the above named correspondent, and the deduction he 
draws therefrom.. The observer writes: 

" After long-continued observation in the hospital clin- 
ics, and after visiting most of the public places of amuse- 
ment, I have been forced to the opinion that the regulation 
and inscription of prostitutes in Paris is not a success from 
a health standpoint. Only a few weeks ago, one of the 
gentlemen in charge of the St. Louis clinic regretted that 
he could not show a greater variety of dermatoses, because 
the large number of syphilitic cases had crowded out the 
others. Dr. O. Commenge, chef of the dispensary of salubrity 
has just published a more or less interesting work on clan- 
destine prostitution at Paris. He tells us that from 1878 to 
1887 there were 27,007 unregistered prostitutes sent to the 
dispensary for examination. Of these, 8,476 had venereal 
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disease of some kind, 4,428 suffering from syphilis. This 
gives no real idea of the number of clandestine prostitutes 
in the city, because the agents of public morals only inter- 
fere with a girl after absolute and repeated proof of her 
guilt. Those who are found by the medical examiner to be 
diseased are sent to the St. Lazare. The others are held, 
awaiting word from their parents, or are sent to some char- 
itable institution, or disposed of in whatever way may seem 
best suited to the individual case, some of them being in- 
scribed and allowed to pursue their avocation under police 
regulation. The regulation, however, is somewhat irksome. 
When a girl applies for inscription, she is given a card no- 
tifying her to apply for examination every fifteen days, and 
giving her advice as to her dress, as to the hours during 
which she may accost men, -and the manner of accosting. 
She is advised to make herself as little conspicuous as pos- 
sible. She is absolutely interdicted certain of the principal 
streets, and she is forbidden to speak to a man accompanied 
by a woman or a child. All these restrictions are of little 
use when one considers the vast horde of irregulars infest- 
ing the streets, the hotels, the theatres, the restaurants and 
the caf6s. ^ 

I cannot believe in this law of regulation, because, in 
the first place, it recognizes, legalizes and induces an undue 
familiarity with prostitution in a manner which cannot but 
be degrading to a community. We have prostitutes in Bos- 
ton, but we do not make them the subject of illustration in 
our comic papers. Neither do we exploit them on our local 
stage, nor chronicle their appearance at the race-course. 
All this condonement and publicity tends to swell the ranks 
of the demoiselles du pave. 

Secondly, it is unjust. It legalizes the act of illicit sex- 
ual intercourse, but condemns and imprisons for disease, 
the natural consequence of that act. Furthermore, with 
two people equally attainted, and equally a menance to the 
public health, it seizes and punishes only one. Maurice says 
in this connection: 4 *We hear always of the prostitute; 
and the prostituants, you do not seem even to suspect their 
existence! I think it is monstrous tfiat any one should say 
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that every woman who makes commerce of her body should 
be submitted to certain exactions, to certain methods permit- 
ting the quality of the merchandise to be controlled, and 
protecting the consumer. But this consumer is able to pro- 
tect himself in a most efficacious manner, that is to say, by 
not consuming. And then, why not submit the consumer 
to certain exactions, to certain measures tending to guar- 
antee the merchandise? Will you do it? Never." 

Thirdly, the law is inefficacious. It does not prevent 
disease. It begets a false security which tends to greater 
danger. Without considering the great number of the un- 
inscribed, the regulars " themselves cannot be guaranteed. 
The government, every fortnight, certifies to the purity of 
a vendible article which may be a source of danger to the 
purchaser the very next day. A law of examination will 
never be absolutely effective unless the man is subject to 
the same exactions as a woman. Recognizing this fact, one 
ingenious Frenchman has gravely suggested that there be 
an experienced matron (presumably a trained nurse) in each 
house of prostitution, and that she shall make a careful ex- 
amination of all men desiring to purchase the favors of the 
damsels under her charge. This is regulation with a ven- 

genance." 

* • 

Dr. Paul F. Mund6, of New York City, in the President's 
Address before the late meeting of the American Gyneco- 
logical Society on the subject of Puerperal Sepsis, remarked, 
in referring to the sources of infection during labor: 

* 'It has been stated by a former president of this Society, 
a very eminent obstetrician, that in every case of puerperal 
sepsis the physician or the nurse is to blame — that is to say, 
that the infection has been carried directly into the genital 
tract by the fingers or instruments of th'e attendants. On 
general principles I dare say this gentleman was correct, 
although I think he went a little too far when he gave the 
appellation of "murderers" to the attendants in such a case. 
Unquestionably in the large majority of cases of puerperal 
sepsis in private practice the infection comes from the fin- 
gers or instruments of the physician or the nurse; and this 
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statement applies not only to the poorer classes, but to a 
certain extent to those in better circumstances. It has been 
frequently stated that the women in well-conducted lying-in 
asylums are far safer from puerperal infection than those 
who are attended in their own houses, even though they be 
brown-stone fronts. This is not as it should be. It is not 
only the hands and instruments which may introduce the 
infection, but also the clothing of the attendants, which 
may have been in contact with some infectious case and 
which has not been thoroughly cleansed and disinfected. I 
am sure that I have seen several such cases which could not 
be explained in any other way." 

# * 

Replying to some inquiries relating to milk for infant 
feeding, Dr. V. C. Vaughan, of the University of Michigan, 
a chemist of high authority, has said: 

••1. I do not think that milk is rendered more digestible 
by sterilization or pasteurization. 

2. Sterilization or pasteurization is not advised for the 
purpose of rendering milk more digestible. 

3. If milk could be obtained from healthy animals under 
complete aseptic precautions, I do not think it would be ne- 
cessary or desirable to have it heated before feeding it to 
children. 

4. Practically, sterilization or pasteurization is impera- 
tive because milk is not obtained at all times from healthy 
cows, and very rarely, if ever, under aseptic precautions. 

5. I prefer pasteurization to sterilization. Pasteuriza- 
tion should be carried out at a temperature of 155° to 158° 
P. When milk is heated to 160° P. , it is so changed that a 
marked difference in taste is produced. 

6. I think that a temperature of 155° to 158° P. main- 
tained for fifteen minutes, is sufficiently active to kill 
toxicogenic germs that may be present, provided that 
the milk, after having been heated, be kept at a very low 
temperature. The keeping of milk at a low temperature 
after heating and before it is fed to the child, is, I think, ab- 
solutely necessary, because we know that even boiling does 
not destroy the spores of certain harmful, germs in milk; 
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but these spores do not develop at a low temperature, and 
there is reason for believing that these germs do not de- 
velop in the body. 

7. If milk is sterilized, I think fifteen minutes is long 
enough time. 

8. There are practical disadvantages in heating milk 
for sterilization. Some of these practical disadvantages 
are inherent and others are accidental and avoidable." 

* 
Delineating in delightful vein the life and characteristics 

of the honest, hard-working, long-suffering country doctor 
(in reality portraying his own father), Dr. Thomas Hall 
Shastid remarks: "Medical works were to him not mere dry 
treatises on science. They were storehouses of facts that 
were to be of service to suffering humanity. Whenever he 
read of a disease, he seemed to see some person that had it. 
Whenever he read of a remedy, he seemed to see some pal- 
lid countenance looking up imploringly for relief. Every 
new book, every new number of a journal, he read with the 
utmost avidity, as one whose brother was condemned to die 
might read some legal document in which he expected to 
find a word of reprieve or pardon. " 
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YELLOW FEVER, Clinical Notes By Just Touatbe, M. D., Former 
Physkrian-in-Ghief of the French Society Hospital,. New Orleans. 
Member of Board of Experts, Louisiana State Board of Health ; 
New Orleans, Med. and Surg. Jour., 1898. 

This little volume is one of which this age, absorbed in 
bacterial studies, sees too few. It contains the clinical ex- 
perience in yellow fever of a learned physician who, after 
thirty- three years of practice in New Orleans, returning to 
his native land desires "to leave to this country, which has 
been so hospitable to me, a useful book as a token of grati- 
tude." Having treated more than two thousand cases of yel- 
low fever, the author is justly entitled to speak with 
authority. He does not touch the bacteriological side of the 
subject, excepting in the announcement of his acceptance of 
the views of Sanarelli; nor does he describe the general 
pathological changes and post- mortem appearances pro- 
duced by the disease. He confines himself to the descrip- 
tion of the clinical course of the different forms of yellow 
fever; to the diagnosis, prognosis and treatment of the dis- 
order. 

'•Yellow fever," he writes, 4 'is a cyclic disease, lasting 
ordinarily an average of eight to ten days. There may be 
remissions of fever, but there is never any arrest or inter- 
mittency in the course of the disease. There may be re- 
lapses from imprudence, or from a new growth of the bacillus 
icteroides, but once the disease is declared and active, it ter 
urinates only in recovery or in death. The symptom which 
alone best characterizes yellow fever, and which has been 
observed in New Orleans ninety-nine times in a hundred, 
and which is not found at the outset of any other febrile 
affection, is the progressive fall of the pulse rate. During the 
first three days of yellow fever, each time the pulse is taken 
. a smaller number of pulsations is noted. Another phe- 
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nomenon still more forcible and demonstrative is that, in 
yellow fever the temperature often rises one to four degrees 
even while the pulse continues to fall," an assertion which 
the author proceeds to support with a long array of charts 
illustrating this divergence of pulse and temperature during 
the first three days of the fever. 

Our author denies the ancient dogma that children born 
in New Orleans never contracted the yellow fever. They 
do have it, and they exhibit the same diagnostic symptoms 
of the disease that are noted in adults; but in a form that is 
"certainly lighter than measles, and with a lower rate of 
mortality than in measles. 1 ' 

"By means of the proper grouping of the symptoms of 
invasion and of the curves of the pulse and the temperature, 
the diagnosis is more than easy. * * * Many infectious dis- 
eases (remittent malarial fever, dengue et alia) have an outset 
similar to that of yellow fever — chill, burning fever, con- 
gestion and general aching; but, in all of them, the pulse re- 
mains in correlation with the temperature, and, while the 
fever remains stationary or rises, a fall in the pulse is never 
observed." 

The severity and mortality of a given epidemic of yellow 
fever seem largely dependent upon the time of the year 
when (i n New Orleans) the disease is imported. An epidemic 
that begins in the spring or early summer will be severe and 
fatal; while the reverse will be true of epidemics that begin 
late in the season. The prognosis in individual cases de- 
pends chiefly upon the age, environment and habits of the 
patient. The aged, the feeble, the impoverished and the 
alcoholic are the principal victims. 

The treatment of yellow fever is beautiful for its sim- 
plicity. Quinine, coal tar preparations, and a host of other 
drugs have gone the way of venesection and other useless 
measures. The first and most important thing is perfect 
rest in bed in an airy, sunlighted room. The patient's whole 
body must be kept perfectly clean, and twice each day his 
mouth must be cleansed with a warm solution of sodium bi- 
carbonate. The bowels also must . be as of ten washed out 
with a pint of a warm solution of magnesium sulphate. Two 
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or three grains of calomel should be given at the outset of 
the treatment', and at the same time, while lying in bed, the 
feet should be placed in a very hot mustard footbath, and 
the bed clothing should be so arranged as to produce copious 
perspiration from the whole body for about fifteen minutes. 
The patient should then be wiped dry, and lie naked under a 
light blanket, so that he can be frequently and thoroughly 
sponged with cold water till the skin loses its pungent heat. 
During the period of fever these baths, or even the Brand 
bath, should be given every hour or two. "During the first 
three days of the disease allow the patient only vichy water 
— C61estinp. During th^ first seventy-two hours — give no 
nourishment whatever — starve your patient — until the fever 
be below 102 degrees. V In desperate cases with black 
vomit, put nothing in the stomach, but apply an ice-bag over 
the stomach. Ergotin. opiates and astringents are useless. 
Sometimes benefit may be derived from the hypodermic ex- 
hibition of digltalin, or caffein, or ether, or camphorated oil. 
Inhalations of oxygen do no good. Sometimes a rectal in- 
jection of black coffee with brandy, hot, is beneficial. "A 
patient must never be given up. I battle to the last." 

Our author expresses the utmost confidence in the suc- 
cess of general sanitation and hygiene as preventives of yel- 
low fever. When our southern cities are paved, sewered, 
and supplied with wholesome water, the disease will become 
as rarely incident in them as in New York and Philadelphia, 
where it raged so frightfully a century ago. 

We thank the doctor for the gift of this book. 

H. M. L. 



CHEMICAL AND PHARMACEUTICAL PREPARATIONS. Price 
List. Sharp and Dohme ; Baltimore, New York, Chicago. 1898. 

A very complete and attractive price list, of easy refer- 
ence and up-to-date. Every doctor wants one of these lists 
and will get one, for the asking, from the publishers. 
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THE SURGICAL COMPLICATIONS AND SEQUELS OF TY- 
PHOID FEVER, by William W. Keen, M. D., L.L. D., Professor 
of the Principles of Surgery and of Clinical Surgery, Jefferson Med* 
ical College, Philadelphia, etc. Based upon Table of 1,700 Cases 
Compiled by the Author and by Thompson S. Westcott, M. D., In- 
structor in Diseases of Children, University of Pennsylvania, Etc, ; 
With a Chapter on the Ocular Complications of Typhoid Fever, by 
Geo. E. De Schweinitz, A. M., M. D. , Professor of Ophthalmology 
Jefferson Medical College, etc. And as an Appendix the Toner 
Lecture, No. V. Philadelphia, W. B. Saunders, 1898. 

This monograph has 386 pages divided into twenty-one 
chapters, with the Toner Lecture as an appendix. 

The author states in the introduction that the work had 
its origin in two lectures; the first being the Toner Lecture, 
delivered on February 17, lb96, "On the Surgical Complica- 
tions and Sequels of the Continued Fevers," and second, the 
Shattuck Lecture, delivered before the Massachusetts Med- 
ical Society on June 9, 1896, on "Gangrene as a Complica- 
tion and Sequel of the Continued Fevers, especially of Ty- 
phoid." 

The present monograph, with the exception of the two 
lectures spoken of, is confined to the complications and 
sequels of typhoid fever, and with these two lectures it 
covers all of the reported cases of typhoid for the last fifty 
years. 

The work is largely a compilation and deals extensively 
in statistics and tables. 

The second chapter is devoted to the pathology of the 
surgical complications and sequels of typhoid fever. The 
fact that the bacillus of Eberth has pyogenic properties is 
forcibly brought out in this chapter. Sixty-three cases are 
recorded in which the typhoid bacillus alone existed in 
various suppurative disorders. The typhoid bacilli have 
been found in pure cultures in suppurative lesions in the 
ribs, clavicle, ulna, radius, femur, tibia, and the bones of 
the fingers and toes; in the blood, heart muscles, the endo- 
cardium, and the arteries and veins of the legs; in the mus- 
cles of the neck, shoulders, abdominal walls, and legs; in 
the peritoneal cavity, the spleen, the liver, the bile, the kid- 
neys, the urine and the mesenteric glands; in the thyroip 
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gland; in the lungs and pleura; in the ovary; and in the tes- 
ticle. 

Chapter III is devoted to typhoid gangrene, and Chap- 
ter IV to the typhoid affections of the bones and joints. Both 
chapters are read with much profit. 

Chapter XII on typhoid affections of the larynx,is one of 
the gems of the work. The great mortality of these cases, 
and the importance of an early recognition and speedy trache- 
otomy in cases of stenosis is shown by the following statis- 
tics: of 98 cases not operated the mortality was 78.6; of 99 
cases operated the mortality was 55.5. In necrosis of the 
cartilages the mortality was almost 95 per cent. 

In dealing with typhoid affections of the pleura, em- 
pyema is recorded as occurring nine times; in five of these 
the bacillus of Eberth was discovered. Renda and A. 
Praenkel have found the bacillus in pure cultures in the pus 
of cases of purulent pleurisy. It is worthy of note that three 
of these patients recovered after aspiration. 

The chapter on intestinal perforations is, as one might 
expect, most interesting and instructive. The fact that 
leucocy tosis generally occurs before complications in typhoid 
is noted. This may be taken advantage of as an aid to diag- 
nosis. The most favorable time for operation after per- 
foration is stated to be the second twelve hours, or as soon 
as the preparations can be made and shock has disappeared. 
After twenty-four hours operation is practically useless, 

The chapter on typhoid affections of the liver and gall 
bladder is one of the best in the monograph, showing, as it 
does, very clearly the part the typhoid bacillus plays in 
affections of the liver, inflammation and rupture of the gall 
bladder, and in the formation of gall stones. 

The time and perseverance required to compile and 
analyze the material for this book must have been great, but 
the result is well worth the labor, and it may be safely said 
that no one who is called upon to treat cases of typhoid can 
afford to be without this classical work by one of America's 
most distinguished authors. 

A. H. L. 
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THE TREATMENT OF CHOLERAIC DIARRHOEA. Published by 
the Lambert Pharmacal Co., St. Louis, Mo. 1898. 

This is a volume of articles, gathered up from different 
journals, bearing upon the summer diarrhoeas of children 
particularly. Incidentally the employment of listerine is 
mentioned. The book is printed on good paper and is cloth 
bound. It will be furnished gratis upon request to the pub- 
lishers. 
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Enteric Fever, Observations upon the Treatment of by Systematic Cold 

Bathing, as Practised in the German Hospital, Phila.— J. C. Wil- 
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Springs, N. Y.— AT. Y. Med. Jour., June 25. 
Menigitis, Epidemic Cerebro-Spinal. — W. T. Councilman, Boston. — 

Phil. Med Jour., May 21. 
Phthisis, Certain Points of Interest in,— H. P. Loomis, N. Y.—Med. 

Bee, May 21. 
Syphilis, On the Stages and Forms of, with more Especial Reference to 

the Hepatic Manifestations of the Disease. — J. G. Adami, Montreal. 

— Mont. Med. Jour. , June. 
Tetany in Infants.— S. S. Adams, Washington, D. C. Am. Jour. 

01)8., June. 
Typhoid Fever, On the Significance of, Jaundice in, and on the Hepatic 

Complications without Jaundice.— J. M. DaCosta, Phila. — Am. 

Jour. Med. JSci., July. 

The open air treatment of consumption, while not new, 
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is at present having an increased advocacy by many of our 
leading specialists, and open air sanitoria are being pre- 
pared in various parts of the world to meet the demand for 
such treatment. In some remarks on this plan of treatment r 
and in support thereof, Dr. A. Ransome, consulting physi- 
cian to the Manchester (Eng.) Hospital for Consumption, 
contends (Brit. Med. Jour., July 9): 

*'l. In the first place exposure to the open air means 
far more in quantity than the freest ventilation. It has 
been shown by Pettenkofer that, out of doors, the average 
velocity of the air currents is about 10 feet per second, or 
about 7 miles per hour. Prom this and some other data he 
calculates that "in the course of an hour 324,000 cubic feet 
of air flow over one person in the open." TJiis is at least 
one hundred times the amount that is afforded in ordinary 
ventilation, and its scavenging work must be proportionally 
enormous. When the air is itself pure it must sweep away 
every particle of organic impurity. The air of living rooms, 
however cleanly these may be, always contains a large pro- 
portion of micro-organisms; and the mere cleansing of a 
room will often, for a time, materially increase the percen- 
tage of microbes floating about. Many of these are patho- 
genic organisms; and we may with great probability ascribe 
the disappearance of fever from our tuberculous patients, 
after a short exposure to the open-air treatment, to the al- 
most tota) absence of streptococci or staphylococci. These 
organisms are always very abundant in the sick chamber, 
and they are found almost always associated in the lungs of 
phthisical persons. It is probable that these microbes are 
at least one cause of fever in cases of phthisis. 

2. Not only is the air that enters the lungs in the open 
purer than that of a chamber or ward, but, in association 
with sunshine, it acts antiseptically both upon the bodies 
and the clothing of the patients, destroying all organic va- 
pors that may emanate from either, thus still further puri- 
fying the air that enters the respiratory organs. 

3. The air of dwelling-rooms never contains an appre- 
ciable quantity of ozone, whereas it is usually found in the 
open. It may well be, therefore, that only by the open-air 
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methods can we get the amount of active oxygen that is 
necessary to act medicinally upon the body, or that is suffi- 
cient to destroy ordinary bacteria. 

4. Lastly, we must not forget the beneficial influence 
of sunlight, which is much more intense in the open than in 
rooms or when it has to penetrate through glass. There 
can be no doubt that sunshine purifies the atmosphere by its 
bactericidal action, and as some experiments by Professor 
Del6pine and myself have shown, it has an exceedingly rapid 
action in destroying the virulence of tuberculous sputum 
and of tuberculous dust." 

SURGERY. 

Appendicitis, Remarks Based upon a Personal Experience of 750 Cases; 

Including 150 Consecutive Cases Successfully operated upon "In 

the Interval. "— M. H. Richardson, Boston. — Bos. Med. and tS ury. 

Jour. 9 July 14. 
Pyloric Obstruction, The Surgical Treatment of, with an acount of 

Twenty Cases, etc.— F. F. Paul, Liverpool, Eng. — Brit. Med Jour., 

June 4. 
Stomach, Surgery of the, (Concluded).— W. W. Keen,x Phila.— N. 1. 

Med. Jonr., June 4, 11. 
Sepsis, Clinical Observations on acute. — H. Lilienthal, N. Y.— N. Y. 

Med. Jour., June 11. 
Ureteral Anastomosis. — H. A. Kelly, Baltimore. — Am. Gyn. and Obs. 

Jour. , June. 

OBSTETRICS. 

Perineum, Two Modifications in the Technique of Emmet's Operation 
for Lacerated.— B. C. Hirst, Pnila. — Univ. Med. Mag., June. 

Secundines, Birth of the, (Continued). — E. A. Tucker. N. Y. — Am. 
Gyn. and Obs. Jour. , June. 

Tubal Pregnancy, A Clinical Contribution to. — H. J. Boldt, N. Y. — Am. 
Jour. Obs., June. 

Concluding a paper on The Vomiting of Pregnancy, read 
before the Chicago Academy of Medicine and appearing in 
the June issue of the Am. Jour. Med. Set, Dr. C. S. Bacon, of 
Chicago, offers suggestions as to treatment as follows: 

1. The abnormal irritability of the nervous system, in- 
cluding the vomiting-centre, is to be allayed by keeping the 
patient in the horizontal position, by attention to the skin 
and bowels and kidneys, using rectal and, if necessary, hy- 
podermic injections of salt solution. 
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2. The hysterical condition which is so commonly 
found present should be controlled by strengthening the 
will and influencing the dominant ideas of the patient. 

3. All sources of peripheral irritation should be dis- 
covered and treated. 

4. In extreme cases subcutaneous saline^injections 
serve the threefold purpose of (a) diluting the blood and in- 
creasing vascular tension, (b) eliminating toxins through 
renal and intestinal emuctories, (c) furnishing two most im- 
portant kinds of food. 

5. Induction of abortion is never indicated. At a stage, 
when it is safe and efficient it is not necessary, and in ex- 
treme cases it adds greatly to the danger, rarely stops the 
vomiting, and can be substituted by the artificial serum. " 
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THE USE OF CALCIUM CARBIDE IN THE RELIEF 
OF CANCER OF THE UTERUS. (Gynecologi- 
cal Clinic)— By Jas. H. Etheridge, M. D., Pro- 
fessor of Gynecology, Rush Medical College, 
Chicago. 

I have but one case to show you this morning. It is a 
woman 54 years of age, who has borne a family of children, 
and in whom a badly lacerated cervix has been neglected 
until now she is developing a cancer in the uterus. It is 
very early in the development and you would scarcely call 
it a cancer upon looking at it, but a microscopical examina- 
tion proves it to be a cancer. 

The removal of it ought to be a very simple affair. I 
will give you a little outline of what I propose to do. First 
distend the vagina and commence the excision of the dis- 
eased uterus. If there are no adhesions I will soon succeed 
in opening into the peritoneal cavity. Everything depends 
upon the extent of the adhesions as to whether it will be a 
rapid or slow operation. 

I will endeavor to show as much of this as possible. It 
is one of the operations very much of which cannot be 
shown to a large audience. I see at once that I have a small 
vagina to work in. Wherever there is an hour-glass con- 
traction of the vagina the operation of hysterectomy is very 
difficult on account of the small field we have to work in. 
Now I have attached two forceps to the cervix with which 
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to draw it down, and will proceed to separate it from the 
vagina. I know of nothing so efficient in dividing tissues as 
the cautery. If there is anything in the world that will go 
just the wrong way more often than it does right it is the 
Paquelin cautery. 

I have made my first incision, separating tbe vagina 
from the cervix posteriorly, almost entirely without blood. 
Now 1 will make it to the left of the patient's cervix, and 
you can see the tissues retract. I will now open the cul de- 
sac of Douglas. I divide the anterior part of the cervical 
attachment to the vagina, getting • the bladder away from 
cervix entirely, and now have it pretty well divided and will 
see if I cannot finish the separation of it with my hands. So 
far it has been almost a bloodless operation. 

Now here is the bladder under my finger, which I push 
from behind forward, thrust the forceps down through, put 
it on the broad ligament, take the scissors and cut out the 
broad ligament upon the right side, and my operation is 
half done. I put that up this way, bring this down, take 
another broad ligament forceps and place it on the left side, 
close it down, and cut off the ligament. 

Now the question is as to the blood vessels remaining. 
I will wait a moment and see if there is auy bleeding. As 
there is none, I will put a piece of gauze around the forceps 
to protect the walls of the vagina. I keep close watch of 
the number of pieces of gauze I put into the vagina so as not 
to leave any there There are two pieces wholly within the 
vaginal walls. Now remove the retractors. 

Now here is the specimen spread out. With the re- 
stricting walls of the vagina removed I am able to open out 
the specimen and here show you its suspicious character. 
This material on the edge of the forceps is the cancerous 
degeneration. . Upon taking a pair of scissors and laying it 
open, we find that the cancerous development seems to be 
confined to the cervix. I am speaking of the macroscopical 
appearance. Of course, when examined with the micro- 
scope we might find it well up in the fundus, but from the 
macroscopical appearance it seems as if we have it all. 

I wish to make a few remarks on the subject of cancers. 
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I believe we are going to find two or three things of a great 
deal of importance to us. We cannot judge of a cancer by 
the appearance. I will illustrate my point in this way. I 
have operated for cancer a great many times when there 
was no more to be seen than in this case. I have operated, 
taken out the uterus, and had the patient die in thirteen 
months. Then again, I have seen a cancerous invasion, 
with horrible odor and discharge, have removed the uterus, 
and the patient has been alive and well five years after the 
operation. Here is a patient whose cervix is gone, she is 
emaciated, and it seems as though she must die. Take out 
the uterus and she begins to improve and in a short time is 
entirely cured, to all appearance. 

I do not know whether there are different kinds of can- 
cer or different degrees of cancer, and 1 say that more par- 
ticularly in view of what everybody says. A few years ago 
we thought we knew all about cancers, and that they were 
due to a germ, but in view of the fact that pathologists have 
worked and worked and failed to find the germ its existence 
has come to be doubted. They thought by taking a little of 
the juice and examining it they would very easily find the 
bacteria. They found quantities of bacteria, as many as 
forty varieties, but when inoculated into other animals they 
would not make cancers, and if you inoculate and do not 
produce the disease it is not the germ of that disease. 

During the last few years some Italian pathologists have 
been working very hard and they think they have discovered 
the germ. When inoculated into animals it produces tumors 
similar to cancer. The germ found by these pathologists is 
a yeast germ, one of the blastomycetae. 

About eighteen months ago I saw in one of the journals 
in the shape of a four or eight line item, that some German 
professor had been making use of carbide of calcium for the 
treatment of cancer. How, why, or when he used it I am 
unable to say. I saw a report from London of the use of 
Chi an turpentine by Clay, of Manchester, and I administered 
it in the way he told us of, but all to no avail. I have used 
arsenite of copper and several other remedies which have 
been recommended, but with no results. When I heard of 
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the carbide of calcium I got some of it and have been using 
it ever since for uterine cancer. It is too recent to come to 
the conclusion that it will cure, but it certainly does do a 
wonderful amount of good. 

Carbide of calcium is anew thing discovered by Moisson, 
and it comes to us in large masses. You have to break it 
with a chisel and hammer. It will not burn if I put it in a 
furnace, but the moment I put a drop of water on it I can 
burn it. Putting water on it causes it to give off acetylene 
gas, which is an illuminant and the most nearly like day- 
light of any artificial light we have ever had. 

Now, when we come to the harnessing of acetylene gas 
it is quite a wonderful thing. The gas companies are buy- 
ing carbide in large quantities and adding it to the other gas, 
which gives a much better light. This gas is a peculiar 
thing. It has been solidified, but in the liquid state it is a 
most terrific explosive. I was reading a few days ago of 
some house in Pittsburg being burned with carbide of cal- 
cium. Water got into the basement where calcium carbide 
was stored, released the gas and it exploded, causmg a fire. 

I will tell you what I do with this. The first case in 
which I used it was an old lady 68 years of age, who had 
passed the change of life about twenty years before. The 
uterus was very small and the cervix carcinomatous. She 
had been having haemorrhages for six months, but she paid 
no attention to it, and went on with her work, which was the 
keeping of a boarding-house. She drifted into my hands 
and I found the cervix was entirely gone, ulceration had 
taken place clear up into the uterus, and there was nothing 
but a cavity. I curetted and put a piece of the carbide into 
the cavity. The result was instantaneously a bubbling and 
boiling, and I packed it in very tight with iodoform gauze 
and left it for three days, when I found this hard mass had 
been reduced to a clay. The elimination of gas was very 
painful for a few hours. Every three days I treated her in 
this way, and at the end of five or six treatments the can- 
cerous ulcer, to all appearances, was converted into a sim- 
ple ulcer. At the end of four weeks she went home, but 
came to my office twice a week. By the end of March the 
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opening, which was large enough to insert a hen's egg, got so 
small I could only insert the end of a pencil. Then I used 
the powdered carbide in the ulcer until it all disappeared. 
This was the last of May and I did not see her again until 
July, when, on examination, there was no discharge or odor. 
In the first week of October it presented utterly without 
solution of continuity the same way. I did notsee her again 
until a few days ago, when I again found nothing to attract 
attention. 

One other case. A woman who has passed fifty, bwyond 
the change of life, well nourished and active, came to me 
with the cervix nearly all gone, and was greatly annoyed 
with odor, discharge and hemorrhage. I subjected her to 
the same treatment. She went on in the same way until the 
cancer was entirely obliterated. Today she is going around 
doing her work the same as two years ago. And in addition 
to that I have half a dozen cases on my hands now, where 
the use of carbide of calcium has been very beneficial. It 
stops the discharges. These patients all get better. They 
improve in appetite, blood supply, and in all general symp- 
toms. The time is too brief to say that they are cured, but 
these patients live, and live in comfort. How it is done I 
do not know. 

I am entirely uncertain as to the therapuetic agent. 
I think it is the acetylene gas. I am not prepared to declare 
what its modus medendi is. What seems to be a very con- 
stant result of using the carbide of calcium in treating the 
cases of uterine carcinoma, is the abolition of the trinity of 
symptoms so characteristic of this dreadful malady, viz. ; 
odor, hemorrhage and discharge. 
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SYNOPSIS OF SURGICAL CLINIC-By F. C. 
Schaefer, M. D., Professor of Clinical Surgery 
JV. W. University Med. School; Professor of 
Surgery to Post- Graduate School and Hospital; 
Surgeon to Chicago Hospital; Consulting Sur- 
geon to Mary Thompson Hospital, etc. 

Assisted by Drs. A. J. Brislen and D. W. Rogers. 

Floating Kidney. —Mrs. H. , aged 36 years. Has been 
afflicted with pain in the right iliac region for eight 
years. The pain extended towards her bladder and was 
accompanied by backache. She was treated for womb dis- 
ease five years, but has had no relief. I made an examina- 
tion of the womb and found nothing to explain the cause of 
the pain. Her ovaries are not tender. They appear to be 
normal in size and position. Menstruation gives her only 
slight distress. On palpating the abdomen carefully three 
weeks ago I discovered the right kidney below a line 
drawn from the crest of the ilium to the umbilicus. It was 
easily pressed back to the normal position, but would at 
once come forward when the pressure was removed. Ex- 
amination of the urine yielded no trace of albumen. No 
pathologic findings. The chief and almost constant symp- 
toms present were severe pain extending from the right 
loin into the iliac fossa with a frequent desire to micturate. 
Backache was intermittent and occasionally nausea occurred. 
The patient is anaesthetized. Let us proceed with the op- 
eration. For eight years it has been my custom to make an 
oblique incision, to find the kidney, extending from below 
the last rib at the outer margin of the erector spinas muscles 
downwards and forwards, two and a hall to three inches, 
toward a point corresponding to the junction of the pos- 
terior two-fifths with the middle fifth of the margin of the 
iliac crest. This point is mapped out by first finding the 
anterior and posterior spinous processes of the crest and 
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measuring off the posterior two- fifths of the distance. We 
usually make a dot here with tincture of iodine. It is 
proper that I should state that this incision was devised by 
Dr. I. N. Danforth and myself, in Wesley Hospital, eight 
years ago. You will find that the incision renders the kid- 
ney easily accessible and gives plenty of room for manipu- 
lation. We have made it many times and have been well 
pleased every time, in cases for nephrorrhaphy, nephro- 
lithotomy and nephrectomy. The erector- spin® muscle is 
exposed, also the latissimus dorsi. With retractors the 
wound is held open, bringing the lumbar fascia into view. 
This being severed the kidney fat bulges through the open- 
ing. We were advised by Henry Morris, nine years ago. to 
tear through the fat with tissue forceps to expose the kid- 
ney. My experience has taught me that it is better to cut 
through it. A clean incision does less damage than a 
lacerated wound, and is not likely to be followed by so pro- 
fuse a discharge of fat afterwards. 

An assistant presses his fist against the relaxed abdo- 
men, forcing the kidney into its fossa where it can now be 
distinctly felt. As the pressure is removed the kidney 
drops forward out of reach of my fingers. It is easily 
forced back again by the pressure from in front. The kid- 
ney is now drawn into the wound. A full curved "Pratt" 
needle threaded with heavy, braided silk is forced through 
the kidney, half an inch from its border and an inch from 
its lower end. The needle pierces the capsule and is carried 
through the lumbar fascia, muscular tissue and skin on both 
sides of the wound. A second stitch is placed an inch above 
the first one. Two will be sufficient in this case. Fre- 
quently I insert three of them. The threads are cut long. 
A portion of the loose capsule is cut away. The remainder 
of the capsule is drawn snugly against the kidney and its 
margin secured to the lumbar fascia with cat-gut— con- 
tinuous suture. The fascia and muscles are brought to- 
gether with gut likewise, an opening being left at the lower 
angle for drainage. Finally the skin is stitched with silk- 
worm gut. 

The next step will be to fasten the long kidney stitches. 
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These are drawn taught and tied over a pad of iodoform 
gauze. Care must be taken not to draw them too tightly for 
fear of cutting the kidney tissue, which is easily done. The 
drainage is left in the wound to draw off the products of 
coagulative necrosis and broken down adipose tissue. 
These operations are frequently followed by the discharge 
of considerable fat. It is therefore necessary to leave ^ 
drainage in situ. My usual course is to use a tube 
accompanied by a piece of sterilized gauze. The tube is re- 
moved on the fifth or sixth day; the gauze a few days later. 
Iodoform haying been sprinkled upon the wound, three 
layers of iodoform gauze are placed over it; upon these a 
thick layer of sterilized gauze; over all a combination pad of 
bi- chloride gauze and cotton three inches thick. The body 
is surrounded with a binder firmly drawn, pinned on the side 
opposite the wound. This is kept from slidingupwards by 
means of a perineal bandage. The patient will lie either on 
her back or on the well side, as she chooses. In one week 
the superficial stitches will be removed. In twelve to six- 
. teen days the fixation stitches are to be taken away. She 
will have to remain in bed about four weeks, and be dis- 
charged cured in six weeks. My experience bus far has 
been very satisfactory with nephrorrhaphy done in this 
way. In a series of twenty cases I have not heard of a re- 
lapse. 

Encysted Hydrocele of the Cord.— This babe, thirteen 
months old, presents a swelling extending from the inner 
third of the groin into the scrotum. It contains fluid and is 
about the size of a walnut. The testicle can be felt below it. 
Pressure upon the tumor does not change its size. It is not 
elastic. There is no tympanitis. When the child cries no 
impulse can be detected with the finger pressed upwards 
against it. The swelling is too close to the child's body to 
make the light test to see if its contents are translucent. It 
does not appear to be tender. No induration is to be felt 
about the testicle or tube. What is the diagnosis? Hydro- 
cele of the cord. Yes. It is a congenital cyst of the cord. 
Congenital encysted hydrocele of the cord does not exist as 
frequently as a vaginal hydrocele accompanying congenital 
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hernia. We must be absolutely sure of our diagnosis in 
these cases before resorting to operative measures, as an 
error can easily be made. Therefore a differential diag* 
nosis is imperative. Several points have already been 
alluded to. We have to differentiate between congenital 
hernia, hydrocele with hernia, tuberculosis of the testicle 
with effusion into the cord or vaginal sac, encysted hydro- 
cele of the cord, and sarcoma. In cases of hernia the con- 
tents can generally be reduced, the exception being in case 
of strangulation, adhesion or the impediment produced by a 
growth above it. Frequently an elastic tension can be made 
out with slight tympanitis. In hernia the testicle is felt be- 
low the tumor, just as in encysted hydrocele of the cord. In 
vaginal hydrocele the testicle lies behind the fluid and higher 
than in hernia. In tuberculosis of the testicle with effusion 
the enlarged,nodulated testicle can be felt, and usually a his- 
tory of tuberculosis may be elicited from the parents. In 
many cases enlarged gland can be detected. Sarcoma of the 
testicle is of very rapid growth. It feels somewhat boggy 
and soon gives rise tc a large, globular tumor. The fact 
that the testicle is below the tumor indicates that it is either 
a hernia, or a distention of the cord above the testicle. As 
there is no impulse on crying to be felt, no tympanitis, and 
it can not be reduced, with the presence of fluctuation, we 
are justified in making the diagnosis of encysted hydrocele 
of the cord. I will proceed to draw off the fluid with an 
aspirator. This treatment is usually sufficient to produce a 
cure. 

The cyst has collapsed. We have withdrawn about an 
ounce of serous fluid. A firm compress of sterilized gauze is 
placed upon the location of the cyst, over the collodion dress- 
ing. The mother will bring the child to the clinic once a 
week. In a majority of cases this treatment suffices. Oc- 
casionally it becomes necessary to tap a cyst two or three 
times. If the third tapping does not result in a cure a few 
drops of the tincture of iodine with equal parts of water can 
be injected . 

Congenital Hernia. — The ccecum, vermiform appendix, 
s part of the ileum and omentum in the sac. — This lad, aged 
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six years, has an unusually large hernia for a little 
child. The scrotum with its contents presents a tumor as 
- large as my fist. The "tumor" is somewhat inelastic. It 
feels boggy on palpation; is slightly tympanitic. The tes- 
ticle, though small, can be distinctly felt at the lower end. 
The mother says he has had an enlargement in the left side 
since birth and that it is constantly growing larger. We will 
probably find a portion of the omentum in the sac. Some- 
times the lower end of the caecum is dragged down with the 
ileum and omentum. The hernia is partially reducible. The 
bowel slips back into the abdomen, but a portion of the 
omentum probably remains in the canal. We will do a rad- 
ical operation. 

I make the usual oblique incision parallel with Pou- 
part's ligament, cutting down over the external ring and 
extending the incision into the scrotum. The sac is adherent 
to the surrounding tissues. The adhesions have been sep- 
arated. Through the wall of the sac you can distinctly see 
the omental vessels and as I lift the sac with its contents the 
longitudinal bands of the caecum, and here on one side the 
outlines of the appendix vermiformis, are discernible. The 
sac is open; the bowel exposed. The omentum we find 
slightly adherent; it is easily loosened and replaced into 
the abdomen. There is the appendix vermiformis, coiled 
over the ileum, lying between the latter and the caecum, 
greatly enlarged and thickened. Between two clamps, lightly 
adjusted. I cut off the appendix an eighth of an inch from its 
base. With Lembert's sutures invert it into the caecum. 
Upon drawing the caecum downwards the ileum is seen to 
follow it. The next step in the operation consists in cutting 
across the sac. The lower portion of the sac is stitched 
about the cord. The upper part is ligated and plaited 
according to McEwen's method. Finally we shove the 
plaited sac into the internal ring and secure it with catgut 
sutures. The cord is disposed of by Bassini's method, being 
placed beneath the aponeurosis of the external oblique 
muscle. The external wound is closed with silkworm gut. 
He should remain in bed about five weeks and you will have 
an opportunity to see him frequently. 
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Webbed Fingers. — This girl, aged 5 years, was brought 
to us three weeks ago. The middle, ring and little fin- 
gers of her left hand were webbed together beyond the 
second joint. The condition was caused by adhesion and 
cicatricial contraction following a severe burn of the third 
degree. I separated the ring and middle fingers . The parts 
healed by first intention, giving a perfect result. We will 
proceed to operate on the other fingers in like manner. 
Whenever the fingers are close together (fig. 2) skin-flaps 





Fig. 2 Fig. 1 

should be made wide from one and narrow from the opposite 
side so as to cover the adjacent sides of the fingers, thus the 
raw surfaces are not again brought together, and adhesions 
cannot occur. We dissect off the skin carefully with a knife 
and cut through the interdigital tissues quickly with scis- 
sors. The skin flaps are stitched together. The hand will 
be supported upon a broad splint made long enough to extend 
almost to the elbow, to insure perfect rest of the external 
and flexor muscles. 

Epithelioma of the Lower Lip. — Man aged 43 years. Has 
had a wart on his lower lip about a year. Three months ago 
it became sore and he called in a physician to treat it. The 
doctor removed a part of the neoplasm. He tells us the 
growth is- larger now than before the operation was done. 
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There are no enlarged glands perceptible. The tumor is 
very hard and extends into the tissue below the mucosa. 
It is evidently of epithelial origin. It pains him. He says 
the pains give rise to a stinging sensation; which is charac- 
teristic of cancer. The correct treatment will be excision. 
I make a deep V incision from the margin of the lip a half - 
inch to either side of the diseased part. By thus cutting 
through healthy tissue we expect to go beyond the area of 
possible extension. If none of the cells have been con- 
veyed through the lymphatics, blood vessels or connective 
tissue to other parts he will promptly recover. In every case 
of carcinoma be guarded in your prognosis. It is always 
possible at the time of operation that cells may have been 
disseminated. Being microscopical they are not to be de- 
tected by the eye and the sense of touch will not reveal them 
in their new location, until karyokinetic changes have oc- 
curred to a sufficient extent to multiply them in a new area. 
A few cells may now be located in a lymphatic vessel, a 
gland, or possibly in a connective tissue space; a little later 
other tissues will be infiltrated, and they are then to be eas- 
ily found. We are, however, hopeful that the operation has 
been sufficiently radical to produce a cure in this case. 
The edges are brought together with the aid of hair-lip pins 
and the wound is dressed with collodion. The mouth is the 
abode of a great variety of germs, some of which will come 
in contact with the lips. A collodion dressing is the easiest 
applied and makes a good guard against infection. We al- 
ways apply the collodion over a thin pad of sterilized 
cotton. 

Fistula in Ano and Hemorrhoids.— NL&n aged 28 years. 
Has had painful stools for five years. Occasionally 
passed blood from the rectum. Says he has piles. A 
great majority of all people afflicted with rectal troubles 
think they have piles and a careless practitioner may be led 
astray in his treatment of them by accepting the patient's 
diagnosis. It is not always pleasant to make a rectal exam- 
ination and yet, gentlemen, you owe it to your patient, as 
well as to yourselves, to be thorough in your work. Never 
base your diagnosis on apatient's,or any doctor's, statement, 
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Always examine a case before prescribing. If you have no 
time to do so send the patient to another physician or, if the 
patient is not suffering pain and can with safety wait a few 
hours until you can find time, you had better do nothing 
for him until the examination is made. 

About 85 per cent, of rectal diseases are located within 
an inch and a half or two inches from the margin of the 
anus, and are therefore within the reach of a finger. A dig- 
ital examination will reveal the nature of the ailment in most 
cases. Before the finger is used inspect the anal orifice and 
surfaces adjacent. 

We place the patient in the lithotomy position with the 
parts exposed to the light. There is a slight elevation to 
the right of the anus, which looks like a papule. Closer in- 
spection reveals an opening at its apex. A probe passes 
readily into it. This is evidently a sinus leading into the 
gut. In other words it is a "fistula in ano." I now fill the 
space under the nail of my index finger with soap. The im- 
portance of this action you readily comprehend. It will be 
pleasanter to have the soap there than something else later. 
The surface of the lining of the rectum feels irregular, tum- 
efied, rough and soft in spots. There is also a swelling or 
tumor on one side. Without ocular inspection we can con- 
clude that this is a case of fistula in ano, with ulceration of 
the mucosa complicated with haemorrhoids. Let us place 
him in Sim's position. This will enable us to inspect the 
interior of the gut easier. With the speculum the rectum is 
dilated. Then with electric illumination you can see the in- 
terior to the height of three inches. Several ulcers can 
plainly be seen. On the left side near the margin of the 
anus there is a bluish tumor as large as a hazel nut. This 
is a hemorrhoid. Now if you look again you can see the 
end of the grooved director which I carried through the 
fistula from without into the bowel. It enters an inch from 
the margin of the anal orifice. Our assistant will wash out 
the rectum with bi-chloride solution and scrub the tissues 
about the anus and inside of the thighs. We introduce a 
large gauze sponge, with a string attached, high into the 
rectum, above the field of operation. This will prevent the 
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contents of the bowel above from obscuring and soiling the 
parts to be operated upon. The grooved director is again 
carried through the fistula. With a sharp bistoury the 
tissues are severed, including the sphincter muscles. The 
base of the fistula is scraped with curette, also cauterized. 
We curette the ulcers and burn them with nitric acid. The 
hemorrhoid is ligated with silk, the part above the ligature 
cut away and the stump cauterized. I prefer to cut off the 
pile in this way, rather than to wait for it to slough off. 
There is less danger from sepsis. The caustic is antiseptic 
and by removing the large mass at once nature is assisted 
in her work. The time for repair is shortened. The sponge 
is withdrawn and iodoform gauze packing inserted. 

This patient will make a prompt recovery. It some 
times happens that several fistulas exist in the same case, 
opening at different points. In such instances you should 
never cut through the sphincter at more than one place, for 
fear of rendering the rectum permanently patulous. It is 
better practice to cut through the sphincter from one fistula 
and then connect the others by cutting from the external 
orifice of one fistula to the external opening of the other, 
thus making one large wound to the bottom of the fistulas, 
and scrape the bases of all. The wounds are afterwards 
packed with gauze and the healing process is guided from 
the bottom. The after treatment consists in daily irriga- 
tions with boric acid solution. On the third day if the 
bowels have not moved a cathartic will be administered. 
On the fourth day the patient can sit up and in six days re- 
turn to the dispensary. 
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CLINICAL LECTURES ON DISEASES OF THE 
HEART, LUNGS AND PLEURA.— By Joseph M. 
Patton, M. D., Professor of Internal Medicine, 
Chicago Policlinic. 

PULMONARY CONGESTION. 

The bronchial circulation is subject to the same modifi- 
cations as occur in other portions of tie general circula- 
tion. The mechanism of circulatory changes in the pulmon- 
ary vessels has, however, caused much discussion. It is gen- 
erally conceded that the pulmonary vessels are influenced 
by the vaso-motor nervous system and that congestion o* 
these vessels may result from vasomotor disturbances. Ob 
struction to the passage of blood through the left side of 
the heart, obstruction to the general circulation, and degen- 
eration of the blood may induce congestion of the pulmon- 
ary circulation. 

Congestion of the lungs may be acute (active) or chronic 
(passive.) The so-called compensatory hypercemia is a form 
of active congestion. Varieties of chronic congestion are . 
brown induration and hypostatic congestion or splenization. 

^Etiology. — Active congestion occurs in the first stage 
of pneumonia and in all inflammatory affections of the lungs; 
in rapid heart action from violent exertion or excitement; 
from vaso-motor paresis; from drinking large quantities of 
alcohol; from sudden change in air pressure in croup, 
laryngitis or whoopiflg-cough;from the rarefied air of high 
altitudes or from the sudden removal of large pleural ef- 
fusions. Active congestion also occurs in connection with 
infarctions of the lungs, capillary embolism of the pulmon- 
ary arteries, acute dilatation of the heart, acute myocardi- 
tis in connection with acute diseases and in rapidly devel- 
oped cardiac failure in chronic cardiopathies. 

Chronic congestion results most frequently from the ob- 
struction incident to chronic heart lesions, particularly mi- 
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tral disease. It occurs in typhus fever, typhoid fever or 
measles (splenization), or in any disease marked with severe 
blood changes. In bed- ridden subjects, from any chronic 
disease, congestion may develop in the lowest portion of the 
lungs (hypostatic congestion). In mitral disease the conges- 
tion is especially liable to assume the characteristics of 
brown induration. 

Morbid anatomy. — In acute congestion the pulmonary 
capillaries are prominent, the alveolar epithelium becomes 
swollen and granular and may proliferate. Red blood cor- 
puscles may be found free in the alveoli. The lung tissue 
is red and contains an excess of blood. Red, frothy fluid 
flows from the cut section. (Edema may be present. Ac- 
cording to Fowler the color of the tissue depends on the de- 
gree of aeration of the blood at the time of death. 

In chronic congestion the lungs are heavier than normal, 
are of a dark- red, bluish or black color. The congestion 
begins in the lower lobes first. Dark blood flows from the 
cut surface of the lung. (Edema and extravasation may oc- 
cur in the interstitial tissue. The alveoli contain swollen 
and granular cells and fibrin and leucocytes may be found 
(Cornil and Ranvier). In hypostatic congestion or spleniza 
tion there is interstitial oedema and scattered red or yellow 
foci due to blood extravasation or to broncho- pneumonia. 
The tissue is homogeneous, firmer, contains little air and 
there is alveolar collapse. When the tissue is airless and 
tough it looks like muscle tissue and is sometimes called 
"carnified lung." A.t times the tissue is friable, there is col- 
lapse, oedema and mechanical hyperaemia, constituting a con- 
dition called "hypostatic pneumonia." 

In brown induration the lungs may be smaller in size if 
emphysema is not present. They are firmer and do not col- 
lapse. Pleural thickening, adhesions and pigmentation 
may be present. The lung tissue is irregularly pigmented, 
dry, and contains less air than normal. Brownish, serous 
fluid may present from the cut surface (Vircbow's "broum 
oedema"). There is elongation and dilatation of the pulmon- 
ary capillaries. The epithelial cells lining the alveoli are 
swollen, filled with dark brown pigment and are attached to 
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the walls or are free in the alveolar cavity. Red corpuscles 
may be present in the intra-alve.olar exudation. The lymph 
spaces of the alveolar walls contain pigment, which is also 
present in the interlobular peribronchial and perivascular 
tissues which are thickened. There is congestion and 
oedema of the bronchial lining with dilatation of its vessels. 
Hemorrhagic infarction may be present in the lung tissue. 
The lung is brownish, red or mottled with brown or black 
specks or streaks and is more dense and thicker than nor- 
mal lung tissue. 

Clinical history. — The history of pulmonary conges- 
tion is covered by that of its serological factors. Dyspnoea, 
cough and blood-stained, watery expectoration may be prom- 
inent. In acute congestion there is sudden, urgent dyspnoea 
with a sense of constriction about the chest, but no pain. In 
chronic congestion more or less dyspnoea will be present but 
is notcomplained of as the patient becomes somewhat accus- 
tomed to it. The temperature may be elevated. 

Symptoms and diagnosis.— Increased frequency of 
respiration with dyspnoea and blood stained expectoration 
combined with harsh respiratory sounds and fine crackling 
rales, especially in the lower portion of the lungs are the 
chief symptoms of acute congestion. Chronic congestion 
may show feeble respiratory sounds, harsh respiration with 
prolonged expiration and fine bubbling or crackling rales 
from oedema. 

The etiological associations will indicate the nature of 
the congestion. Pulmonary embolism and infarction are 
characterized by rapid, panting breathing and the expiration 
is not prolonged. After the urgent symptoms of the onset 
of acute congestion have passed off the breathing is not 
panting. In asthma, the prolonged expiration and the char- 
acteristic rales will differentiate. Pneumonia is excluded 
by the absence of the chill, temperature, characteristic ex- 
pectoration and by the presence of its more definite physi- 
cal signs. 

Treatment. — In acute congestion developing suddenly 
with urgent symptoms, such as cyanosis and lividity, relief 
must be obtained as the right heart will fail. Dry cupping 
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over the entire chest or venesection (eight or ten ounces) is de- 
manded. Steam inhalations, turpentine stupes to the chest, 
aromatic spirits of ammonia, ether, digitalis, and heat to the 
extremities may be used. Large doses of digitalis are use- 
ful in active congestion from alcohol, and alcoholic stimula- 
tion may be advisable in acute congestion from sudden car- 
diac failure in acute fevers and myocardial disease. The 
bowels should be kept freely open with saline purgatives. 
In chronic congestion the treatment will vary with the 
nature of its cause, and need not be repeated here. 

PULMONARY (EDEMA. 
Pulmonary oedema is a secondary affection which is us- 
ually combined with more or less congestion of the lung of 
which it may be the result. An "acute" form of pulmonary 
oedema occurs in which its secondary nature may not be de- 
termined.* 

JStiology. — (Edema of the lung occurs in connection 
with pneumonia, bronchitis, emphysema, nephritis, the var- 
ious diseases of the heart, scorbutus, purpura, anaemia and 
heart weakness in infectious fevers. Obstruction in one 
part of the pulmonary circulation may cause oedema in an- 
other portion. In cases of general dropsy pleural ad- 
hesions on one side of the chest may cause oedema of the 
corresponding lung while there may be hydrothorax of the 
opposite side. Encysted pleurisies may cause local oedema 
in the adjacent lung tissue. 

Morbid anatomy. — Pulmonary oedema is characterized 
by serous exudation in the alveoli and interstitial lung tis- 
sue. Pale, frothy, fluid flows from the cut surface of the 
lung or is easily expressed; it is blood-stained if congestion 
be present. The lung tissue does not collapse, is pale or 
tinged with red, has a gelatinous appearance, pits on pres- 
sure, is heavy and may be friable. 

Collapse of the lung, pneumonic conditions and various 
degrees of congestion may be present. (Edema occurs most 
often in the lowest portions of the lungs. The pleural sur- 

•Acute oedema with non-febrile onset and rusty , watery expectoration was styled 
pneumonia serosa by Traube. 
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faces are moist and the cavities of the pleurae may contain 
some fluid. 

Clinical history.— Rapid breathing, dyspnoea, more 
or leds cough with watery, frothy expectoration are the prin- 
cipal features of the history. The dyspnoea may be sudden 
and severe. The temperature will be normal unless eleva- 
ted from some associated cause. 

Symptoms and diagnosis.— The pulse is increased in 
frequency, is feeble, and irregularity may mark the severe 
cases. Cyanosis, lividity, distension of the cervical vessels 
and extreme dyspnoea marks failure of the right heart. 
Whtti oedema is associated with acute congestion the lungs 
may be over- distended. 

In most cases inspection and palpation are negative, 
The percussion note will be partially dull over the lower por- 
tions of the lungs. In chronic heart disease, oedema is apt to 
be most marked in the left side at the lowest portion of the 
lung. The breathing is harsh, feeble or suppressed in the 
lowest portions. Towards the end of inspiration, and possi- 
bly with the commencement of expiration, fine crackling 
rales are heard resembliug somewhat a crepitant rale. 
Larger, moist, and occasionally dry rales are heard. 

The crepitating rales of oedema are more liquid in char- 
acter and not so closely bunched, as to time, as those of 
pneumonia. Their occurrence on both sides in the most 
dependent part of the hings, together with their associa- 
tions, the watery expectoration, the absence of chill, 
temperature etc., will differentiate oedema from pneumonia. 
In bronchitis there is fever, tenacious, mucous expectoration, 
the dullness in the lower lung is not marked, the rales are 
not so fine and are more widely scattered than in oedema. 
The persistently rapid breathing of pulmonary infarction 
and the localized physical signs are sufficient to distinguish 
it from oedema. In asthma and hydrothorax, the physical 
signs of these affections will be sufficient to prevent confu- 
sion. 

The following case may be regarded as one of acute 
pulmonary oedema: 

Man, aged 41 years, a baker by trade. Has a slight. 
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aortic stenosis, with perfect compensation, which causes no 
disturbance. In Febuary, '95 had a severe attack of influ- 
enza with some bronchial symptoms. During this attack 
the temperature was not above 101° P. On the fourth day of 
the influenza the temperature rose to 102. 5 Q P., there was some 
pain in the chest and considerable dyspnoea. The next day 
the expectoration, which had been mucoid and rather heavy 
and tenacious, became more liquid, then watery and frothy 
with very slight blood stains. There was considerable 
dyspnoea and cough. The greatest quantity of expectora- 
tion was, as near as could be estimated, over two quarts in 
twenty-four hours. The watery expectoration lasted three 
days and diminished gradually. Recovery ensued. 

It could not be determined, in this case, that the condi- 
tion of the heart had anything to do with the production of 
the pulmonary oedema. 

Treatment. — The treatment of pulmonary oedema is 
largely that of the diseases with which it is associated. 
When oedema occurs with diseases of the kidneys, elimina- 
tion by the kidneys, skin and bowels must be pushed. Dry 
cupping over the chest and lumbar regions may be used. In 
acute fevers the occurence of oedema is an indication for 
general and cardiac stimulation. Calomel and salines are 
useful as purgatives. [Lemoine recommeds a decoction of 
the inner bark of the elder (Sambucus niger) for oedema and 
ascites due to subacute nephritis. MacGregor reports 
good results from strophanthus in oedema pulmonum.] 
Strychnia and digitalis are the most useful stimulants in 
most cases. When oedema of the lungs develops in connec- 
tion with diseases of the hekrt, more energetic use of these 
remedies is demanded. The occurrence of oedema at the 
base of the lungs during acute febrile disease generally in- 
dicates failure of the right ventricle and is an indication for 
large doses of strychnia which should be given hypodermi- 
cally (jV to fa gr. every two to four hours as necessary). 
Strychnia is here a temporary stimulant and should be 
pushed. In chronic cardiac disease oedema is not so amen- 
able to strychnia and we depend more on smallet doses 
combined with digitalis. 
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PULMONARY INFARCTION. 

Infarction of the lung (pulmonary apoplexy, embolic pneu 
monitis — Jurgensen) is a circumscribed form of pulmonary 
haemorrhage. Some writers describe, under the head of 
diffuse pulmonary infarction, haemorrhage into the lung sub- 
stance from rupture of aneurisms, vascular erosions from 
cancer, abscess, gangrene, traumatism, or very large infarc- 
tions. The true haemorrhagic infarction such as occurs from 
aseptic embolism of the pulmonary artery, is the form un- 
der consideration. 

^Etiology.— Infarction of the lung occurs most fre- 
quently in cases of mitral stenosis or regurgitation where 
long continued and marked increase in pressure causes rup- 
ture of small pulmonary veins or capillaries (according to 
Ganurtz these infarcts are due to the rupture of newly 
formed vessels.) Embolism and thrombosis of the pulmon- 
ary vessels cause infarction of the lungs. 

Considerable difference of opinion has been expressed as 
to the effect of embolism and thrombosis on the organ in which 
they produce infarction. The frequent presence of thrombi 
in the right heart, the presence of an embolus in the largest 
artery entering the infarction and the resemblance of these 
infarctions to those of the spleen and kidneys which are 
known to result from embolism, are facts in favor of the 
embolic origin of pulmonary infarctions; atheroma of the 
pulmonary artery, thrombosis of the main artery entering 
the infarction (without embolus) and the formation of infarc- 
tion during great slowing of the blood, ourrent, are facts in 
favor of thrombosis. On the other hand, all these causes 
may present without infarction, as infarction may occur with- 
out any of these factors. Again, the experimental produc- 
tion of embolism in animals does not result in infarction. 
Embolism does not always cause infarction as the circu- 
. lation may be restored through the bronchial arteries or by 
anastomosis in the capillaries of adjoining lobules (Vir- 
chow, Ktlttner). It is evident from these considerations 
hat infarction of the lung may arise from either of these 
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conditions and that no one is absolutely necessary to its 
production.* 

All the causes of embolism and thrombosis, therefore, 
may cause infarction. Thus we may have pulmonary infarc- 
tion from detachment of a thrombus in a systemic vein in 
phlebitis, of a cardiac thrombus in asystolism of the right 
heart, of a thrombus in the main trunk of the pulmonary 
artery. Vegetative endocarditis of the right heart, and, 
possibly, of the left heart also, may give rise to embolic in- 
farction of the lung. Pat embolism, air embolism, new 
growths and phleboliths are possible, though rare, causes 
of embolic infarction. Phthisis, vegetative and ulcerative en- 
docarditis, scurvy, purpura hemorrhagica, gangrene of the 
lungs, cholera, yellow fever, typhoid fever, tyhus fever and 
acute yellow atrophy may be accompanied by infarction of 
the lungs. 

Morbid anatomy. — Infarctions of the lungs occur in 
the lower lobes and in the outer and lower portions of the 
upper lobes. They are conical in form, somewhat irregular 
in outline and in some instances globular in shape (interior 
of the lung.) They vary in diameter from a fraction of an 
inch to that of an entire lobe. The apex of the wedge- 
shaped mass is at the point of obstruction in the artery with 
the base outward, projecting, possibly, above the level of 
the pleura. They are dark-red in color, firm, with well de- 
fined margins and may be multiple and confluent. They re- 
semble tumors and lobular pneumonia but are distinguished 
by their color, shape, position and associations and from 
pneumonia also, by their well defined limits. 

In infarction the bronchioles, alveoli and pulmonary 
capillaries are filled with rnd blood corpuscles. Catarrhal 



*ConheIm and Virchow state that a plug docs not necessarily exist in all cases* 
but Conheim says that when emboli block a terminal artery hemorrhagic infarction 
always results. The manner in which blood enters the obstructed area has long 
been in dispute. It is generally conceded that there is reflux of blood through the 
veins or capillaries. Litten claims that the reflux of blood is through the vessels 
of the capsule of the organ. Hamilton maintains that embolism has nothing to do 
with the production of infarction, that it is caused by rupture of the capillaries 
and that the wedge shape of the infarction is due to the shape of the terminal 
bronchus and its air vessicles to which area the blood is confined. Rokitansky be- 
lieved that embolism always existed in hemorrhagic pulmonary infarction. 



Digitized by 



Google 



PATTON: PULMONARY INFARCTION. 325 

cells are present in the alveoli and there may be traces of 
fibrin. The adjacent pleura presents extravasations or 
fibrinous exudation. Old areas of infarction show pigmented 
areas of coarse, fibrous lung tissue. Neighboring bronchi 
may be dilated. Dissection of the artery involved almost in- 
variably shows thrombosis with, probably, an embolus 
(Fowler). In small infarctions the blood may be expector- 
ated and the circulation reestablished. 

Clinical history. — Infarction does not occur in rap- 
idly fatal cases of embolism as two or three days are re- 
quired for the formation of an infarction. There may be a 
history of over exertion or excitement, expectoration of 
small blood clots, uneasiness or constriction about the chest, 
increase in the dyspnoea or syncope (cardiac cases), cere- 
bral symptoms or pain if pleurisy be present. If the cause 
is a septic embolus there may be chills, hectic fever, diarrhoea, 
and prostration. 

Symptoms and diagnosis.— Infarction may be pre- 
ceded by irregular intermittent heart action in cardiac cases. 
The temperature may be 101-102° P. or may not be above 
100° P. If the infarction is sufficiently large there may be in- 
creased fremitus, localized dullness, bronchial breathing, 
or localized friction sound and tenderness on forcible per- 
cussion over the same area (Head). Sub-crepitant and crep- 
itant rales may be heard. (Edema and emphysema may mask 
the physical signs. In septic processes the sputum may be 
dark from mixture with blood or the contents of an abscess 
cavity may be expectorated. Perforations of the pleura, 
pneumothorax and pleurisy may occur. 

The expectoration of scanty, dark masses of blood is the 
most characteristic symptom. Extreme dyspnoea of sudden 
advent, rapid breathing, great pain, agony and fear of death 
marks the occurrence of extensive embolism of the pulmon- 
ary artery rather than infarction. The sputa of echinococci 
and of cancer of the lung resembles that of infarctions but 
their longer duration and associated signs with microscopic 
examination of the sputum will differentiate. 

In the following case infarction of the lung occurred in 
connection with acute endocarditis and pericarditis: 
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Girl aged ten years. Acute rheumatism followed by 
dry pericarditis and endocarditis with mitral localization 
and extensive regurgitation. Both sides of the heart were 
much dilated, liver enlarged, pulse rapid and irregular, con- 
siderable dyspnoea, temperature 99.5° P. During the third 
week of illness the dyspnoea became suddenly worse, with 
some pain in the left side of the chest. The temperature 
rose to 102° P., pulse more rapid, some cough but no expec- 
toration. 

Examination of the chest showed a spot, in the anterior 
axillary line about the level of the fourth rib on the left side, 
which presented dullness, bronchial breathing and a local- 
ized friction sound. These signs presented over an area 
about an inch and a half square. Subcrepitant rales were 
subsequently heard in this area and all local signs disap- 
peared in about a week. The child subsequently died from 
dilatation of the right heart. 

Treatment. — The treatment of infarction of the lung 
is largely expectant. Absolute rest is imperative. In 
cardiac cases stimulants and digitalis are necessary. Strych- 
nia is the best stimulant. Codeine or small dosos of mor- 
phine are useful for the dyspnoea (Gerhardt recommends 
musk and alcohol for the heart and morphine for the dysp- 
noea.) In collapse, stimulation to the extremities by hot ap- 
plications and dry cups over the chest may be used; with 
great dyspnoea and cyanosis, wet cups or venesection may be 
demanded. In septic infarctions, stimulants, tonics and 
supporting treatment are indicated. Infarction of the lungs 
occurs so seldom apart from other more common affections, 
that our therapeutic measures are usually directed toward 
the latter and beyond symptomatic means for the patient's 
relief. Infarction demands little attention. 

H^IOPTYSIS. 

The term haemoptysis indicates the expectoration of 
pure blood and does not include the rusty sputum of pneu- 
monia, the slightly stained expectoration of combined oedema 
and congestion of the lung or the slightly-streaked expector- 
ation which may occur in acute bronchitis. 

The consideration of haemoptysis as a distinct affection 
has no pathological justification. However, its occurrence 
in cases presenting no other subjective or objective evidence 
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of disease and the clinical necessity for regarding it, for the 
time being at least, as the only apparent affection, together 
with the established precedent, must be our excuse for us- 
ing the term haemoptysis in this connection. Bleeding 
from the nasal or pharyngeal passages, mouth or gums(spuri- 
ous haemoptysis) in persons with diseases of these passages, 
anaemia or haemorrhagic diathesis, is not included under this 
heading. 

Mtioloqy. — Diseases and growths in the larynx or tra- 
chea may cause haemoptysis. Its most frequent cause is 
active or passive hyperaemia of the bronchial mucous mem- 
brane with or without weakness or degeneration of its ves- 
sels. Ulceration of the bronchial membrane or rupture of 
an aneurism into the bronchi may rarely cause haemoptysis. 
It is an early symptom in tuberculosis with or without 
bronchial symptoms. Some authorities regard the develop- 
ment of tuberculosis as certain when haemoptysis occurs 
without any other ascertainable cause. This is too radical 
a view, as, in many instances, the bleeding is but an evi- 
dence of the weakness of the capillary vessels and loss of 
tone which constitutes the predisposition to, but does not 
necessitate, the development of tuberculosis.* 

Any inflammatory disease of the bronchi or lung may be 
attended with haemoptysis. Tumors of the lung, hydatids, 
bronchiectasis, actinomycosis, pleurisy, abscess of the 
liver, traumatism of the chest, lesions of the mitral valve, 
pulmonary embolism or thrombosis, degeneration of the 
pulmonary artery in emphysema or senile life, vaso-motor 
affections, the rupture of aneurisms of the aorta or of 
branches of the pulmonary artery, tubercular disease of the 
pulmonary artery, scurvy, purpura, haemophilia, leucocy- 
thaemia, pernicious anaemia and the malignant type of infec- 
tious diseases may be attended with haemoptysis . 

It is generally conceived that haemoptysis may occur 
vicariously with menstruation (vicarious haemoptysis) though 
some authors consider it doubtful in the absence of disease 
of the lungs. I have seen two cases in which haemoptysis 

•Rlndfleisch says that when haemoptysis is followed by tuberculosis, the haemor- 
rhage is due to vascular tubercular infiltration. 
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occurred every four to six weeks in young women between 
fourteen and seventeen years of age in whom menstruation 
was not regularly established and who afterward developed 
into perfectly healthy women without any evidence of pul- 
monary disease. In these cases local conditions of blood 
pressure, from vaso-motor disturbances, are undoubtedly 
concerned in the production of the vicarious haemorrhage. 

Morbid anatomy. — After fatal haemoptysis the bron- 
chial membrane will be dark-red, swollen and ecchymotic. 
Thick, cylindrical blood casts may be found in the bronchi of 
the same lung, or opposite lung if the patient has been ly- 
ing on that side. The aspiration of blood into other portions 
of the lung causes pinkish patches in the lobules. If the 
haemoptysis occurejd sometime before the examination no 
trace of the bleeding may be found* Small nodules much 
resembling infarctions may result from aspiration of blood 
into air cells. In tubercular haemopotysis tubercular 
changes may be found in the walls of the vessels. In ad- 
vanced tuberculosis an aneurism may break into a cavity 
causing gradual leakage through the clot, or there may be 
immediately fatal haemorrhage. The rupture of the vessel 
may be caused by tubercular ulceration of the vessel wall. 

Clinical history. — The following histories illustrate 
the most frequent types of haemoptysis. The first case is 
one of bronchial haemorrhage from loss of tone in the bron- 
chial capillary vessels: 

Lawyer aged 38. Height 5 ft 10 inches; weight 148 
pounds. In 1891 had a slight haemorrhage accompanying an 
attack of bronchitis of moderate severity; spat up a small 
quantity of blood on two occasions. There were slight 
streaks of blood in the sputa for two days afterward. In '93 
had another slight attack of bronchitis with the expectora- 
tion of a small quantity of blood. In '96 had an attack of 
laryngitis with some bronchial irritation and cough. Dur- 
ing this attack he spat up clear blood on three different oc- 
casions. Examination at this time showed nothing except 
slight harshness of the inspiration over the trachea and main 
bronchi. The temperature was 99 P. for three days but sub- 
sided without treatment. Examination of the lungs in 
March '98 showed nothing abnormal. There had been no 
recurrence of the haemoptysis, and only once of the bronchial 
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trouble. No tubercle bacilli were found, at any time, in the 
sputum. He has gained in weight and strength and consid- 
ers himself perfectly well. 

The following case is one of haemoptysis in mitral re- 
gurgitation with temporary dilatation of the right heart: 

Man aged 58, seen in consultation. Had an old mitral 
regurgitation with fair compensation but had overtaxed his 
heart causing dilatation of the right side. He was a large, 
fleshy man and when seen by me was lying in bed suffering 
from dyspnoea and was somewhat cyanotic. As he could 
not turn in bed he had caused newspapers to be fastened to 
the wall on either side of him and would turn his head either 
way and expectorate clear blood on these papers with force 
and precision. The total quantity of blood was considerable 
and the hemoptysis lasted several days. The lower extrem- 
ities were covered with petechias. He subsequently recov- 
ered and was about in apparently good health when last 
heard from. 

The following case is one of haemoptysis in tubercular 
lobular pneumonia. These cases present a distinct clinical 
type in which haemoptysis is an early and at times persist- 
ent symptom. It appears conjointly with the rise in tem- 
perature and continues while the blood pressure is high. It 
is due to the severe collateral congestion attending the lob- 
ular inflammation which latter is generally tubercular in 
nature: 

Young man aged 24 years, clerk by occupation. Height 
5 ft. 8 inches: weight 136 pounds, healthy appearance. Pre- 
vious general health grood with the exception of two attacks 
of slight haemoptysis in connection with slight bronchial in- 
flammation. 

In March '89 had an attack of haemoptysis. Would spit 
up a teaspoonful of clear blood several times in an hour. 
Temperature 102.5 P., pulse 120 per minute and of high ten- 
sion. Examination showed bronchitis and lobular pnemonia of 
the upper lobe of the right lung. The acute symptoms lasted 
six days during which time the bleeding continued in spite 
of all kinds of astringent remedies, ergot internal'y and er- 
gotin hypodermically. These remedies were stopped and 
the blood tension lowered, through aconite and the con- 
tinued loss of blood, when the taemoptysis ceased. The 
lung did not clear up after the acute stage of the dis- 
ease had passed. Acute tuberculosis developed. Death in 
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six months. No tubercle bacilli were found until after the 
attack of lobular pneumonia. 

Other similar cases could be cited in which successive 
attacks of lobular pneumonia occurred with haemoptysis, 
eventuating in tuberculosis and in which bacilli could not 
be found during or subsequent to the first attack of pneu- 
monia. 

In the following case fatal haemoptysis occurred in a 
subject of pulmonary tuberculosis with a large cavity in the 
upper right lung. There was probably some connection be- 
tween the occurence of the hemorrhage and circulatory ex- 
citement incident to sexual effort. 

Man aged 35 years. Tuberculosis of right lung, cavity 
in right upper lobe. Had lost much flesh but was able to at- 
tend to business. Sept. 15th, '87 retired to bed feeling as 
usual. Shortly afterward had a sudden haemorrhage, 
brought up a large quantity of blood, went into collapse and 
was dead when I reached him fifteen minutes later 

It is probable that the haemorrhage in this case resulted 
through tubercular ulceration of a vessel or the rupture of 
an aneurism into the cavivy in the lung. .There, was free 
bronchial communication with the cavity. 

Symptoms and diagnosis.— The quantity of blood ex- 
pectorated varies from a mere streak or clot to one or two 
pints. It is alkaline in reaction, bright red in color or of a 
venous hue if the quantity be great. It is more or less 
frothy and may be mixed with sputum. The statement of 
the patients and friends in regard to the quantity of blood 
expectorated should be received with caution as a half tea- 
cupful in their eyes usually means about two teaspoonsful 
by actual observation. 

When the blood has remained in the lung it is black or 
brown and may form moulds of the tubes and such clots or 
pieces may be expectorated for several days after a haemor- 
rhage. The haemorrhage is usually sudden, unannounced 
and most often not connected with violent exertion. The 
subject is made aware of it by the presence in the throat of 
a salty substance with or without cough. With severe cases 
th ere is pallor, faintness and collapse. The pulse is rapid. 
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the temperature normal or sub-normal, except in pneumonic 
cases when it will be elevated. In all cases the temperature 
may be elevated after the bleeding has ceased. The men- 
tal effect on the patient produces great restlessness and 
anxiety. 

The physical signs are usually negative. The patient 
should not be disturbed for examination, and percussion 
should not be be practiced as it affords no information and 
disturbs the patient. Auscultation may show localized signs 
of liquid in the bronchial tract or harsh breathing confined 
to a certain area, but most often is entirely negative. 

In the diagnosis spurious forms of haemoptysis should 
be excluded. Examination of the larynx should be made to 
exclude affections of that organ. Haematemesis is accom- 
panied by vomiting and gastric symptoms, the blood is dark, 
grumous and mixed with food. (The blood in haemoptysis 
may be swallowed and give rise to haematemesis and melaena.) 
In many cases it is difficult to tell just what haemoptysis 
may indicate and it is well to give a cautious opinion even 
though local signs of tuberculosis are not clear and bacilli are 
are absent from the sputum, as, in a large number of cases,* 
when blood is freely expectorated, tuberculosis has already 
commenced. 

Treatment. — In the milder forms of haemoptysis the 
treatment is confined to general methods in regard to the 
patient's common condition, with such special medication as 
the condition of the bronchial tract may demand. In the 
more severe forms such as occur with lobular pneumonia or 
in the early periods of tubercular infection, absolute rest in 
bed is the first requisite. The fiervous excitement of the 
patient must be calmed as much as possible by assuring him 
of the absence of immediate danger. If cough is troublesome 
it should be quieted by sucking small pieces of ice or by 
small doses of morphine. Hot drinks and extensive cold 
applications should not be allowed . If the haemorrhage is 
profuse moderate doses of morphine should be given hypoder- 

*According to Sir Andrew Clark,recurrent haemoptysis may occur in asthmatic 
subjects without any sign of serious disease of the lurtg developing either at the 
time or subsequently. Newman reports cases of haemoptysis without pulmonary 
lesions being found post mortem. 
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mically ($-{ gr). If the blood is not fully expectorated, but 
tends to accumulate in the lungs, morphine should not be 
given. The bowels should be freely moved with salines as 
this tends to reduce the blood pressure. Nitro-glycerin 
should not be given because of its stimulant action on the 
heart. 

The use of the time-honored astringents is of little or 
no value in these cases, but, like salt, of which the patient's 
friends will probably insist en his partaking in spoonful 
doses, if they serve to reassure the patient and modify the 
pernicious activity of his friends, there can be no harm in 
their administration. Ergot is probably more harmful than 
beneficial in these cases. The blood tension is usually high, 
and if so the bleeding will probably continue until it is low- 
ered through the effect of drugs or the loss of blood. Ergot 
maintains the vascular tension and its beneficial action, 
through contraction of the particular vessels involved, is 
decidedly problematical. The use of aconite in sufficient 
doses to lower the blood pressure is much more rational and 
effective. Two drop doses of tincture of aconite root, with 
ten grains of sodium bromide, may be given every hour or 
two until the blood pressure is relieved and the patient 
quieted. The action of aconite should be carefully watched. 

In haemoptysis accompanying cardiac disease strych- 
nia and digitalis should be given. The necessity of reliev- 
ing the stagnation of blood in the lungs is much more ur- 
gent than is the danger of a moderate increase in the blood 
pressure, in fact the former effect can only be produced 
through the latter means. In some cases when the right 
heart is overfilled, venesection may be indicated, indeed, 
in the severe form of haemorrhage accompanying lobular 
pneumonia with high blood pressure, venesection is the 
quickest way to relieve the tension and stop the bleeding. 
Dry cupping may be of service in some cases. 

The diet should be light and easily assimilated. Milk, 
meat-essences etc., are best. The after treatment involves 
hygienic and climatic measures as well as general tonic med- 
ication. Alcohol and tobacco should be prohibited. 
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INFANTILE CEREBRAL PALSY.— By Daniel R. 
Brower, A. M., M. D., LL. D. Professor of 
Mental Diseases* Materia Medica and Therapeu- 
tics, Rush Medical College; Professor of Dis- 
eases of the Nervous System, Woman's Medical 
College and Post- Graduate Medical School. For- 
eign Member of Moscow Neurological Society, etc. 

(Clinical Lecture Delivered at the Woman's Medical College.) 

Paralysis Agitans — Mrs. J. C, 40 years of age. She has 
not been well for twelve years. She has, as you will notice, 
a well-marked, fine tremor in both hands which now inter- 
feres with her occupation. The first thing that she noticed 
wrong with herself was that when standing she became 
weak and that her legs would tremble, and soon after these 
leg symptoms she noticed the hand tremor. Notice the pe- 
culiar position in which she places her hands. This has 
been called the "pill-making" position, it being the 
position that the old-time druggist assumed in making his 
pills. Notice also the muscular rigidity and muscular con- 
tractures in the upper extremity; and she complains of mus- 
cular weakness to such a degree as to prevent her doing her 
household washing. Notice her locomotion, how she 
throws her body forward. Take note of her voice; it is 
high-pitched, and she talks with rapidity and louder than 
necessary, and she has some difficulty in articulation. Note 
that the tremor is continuous. It occurs when there is no 
effort at movement and she says that in the beginning she 
could control it by will power. Notice that it is a fine tremor. 
Note that there is no nystagmus and no pain. 

This is a case of paralysis agitans. The diagnosis is 



Digitized by 



Google 



334 BROWER: CLINICAL LECTURE. 

based on the character of the tremor, fine and continuous, 
not intentional, that is, not produced by muscular movement. 
These signs differentiate it from multiple sclerosis, chorea, 
and post-hemiplegic chorea. The difference between this 
and ordinary cases of paralysis agitans is the age of the pa- 
tient and that it began in the lower extremities. It is most 
remarkable that it should have occurred when she was only 
twenty-eight years old. Paralysis agitans is a disease of 
advanced life; it very rarely occurs early in life. The path- 
ology is obscure. The post-mortem findings are degenera- 
tions in the anterior horns of the spinal cord and over- 
growth df interstitial tissue; in other words, there is a 
chronic interstitial degeneration with the cells participat- 
ing, producing atrophy and excessive pigmentation. It is 
a disease of the upper motor neuron (cerebro-spinal). Some 
have attempted to account for the peculiarities of the dis- 
ease by supposing that the trouble is in the connection be- 
tween the end brush and the nerve cell in the spinal cord. 

The treatment of paralysis agitans is unsatisfactory. 
The only treatment that is of any avail is absolute rest. 
These patients should be treated on the Weir Mitchell rest 
plan; put to bed, given massage, electricity, mild tonics, 
and plenty of nutritious food. This is the foundation upon 
which the treatment must rest to be of service in diminish- 
ing the progression of the disease. I have seen a few cases 
in which such rest, commenced early and repeated from 
time to time, has' materially delayed the progress of the dis- 
ease. The best thing to diminish the tremor is hyoscyamus, 
the hydrobromate of hyoscine or hyoscyamin. Sometimes 
hyoscyamin does better than hyoscine. It may be given in 
the old-fashioned tincture, when we gpt the action of both. 
The objection to these drugs is that they produce paralysis 
of accommodation and render vision imperfect; but they 
will diminish the tremor. The extract of the pituitary 
gland seems to have some beneficial effect on the tremor 
and the progression of the disease. I have had an oppor- 
tunity of using it in two cases within the last two months, 
and it certainly did some good. So we have in this animal 
extract a remedy worth considering. Static electricity is 
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of some service in cases of paralysis agitans; but when the 
affection has advanced to the extent that it has in this case 
the best we can do is to make her condition a little more 
comfortable by the administration of the tincture of hyoscy- 
amus, or one or the other of its alkaloids, and by the use of 
tonics, such as the hypophosphites, phosphates, phosphoric 
acid, phosphate of zinc, with quinine and iron, as indicated 
by the haemoglobin. It is a wise thing for us to see what 
we can do for these patients with the extract of the pitui- 
tary body. This extract may be given in ten grain doses, 
three times a day. 

Traumatic Paralysis — The next patient is 6 years of age, 
healthy in every respect except that she has not had the use 
of the right arm to any great extent since birth. There is a 
history of breech presentation; the right arm benig delivered 
last. It sustained some injury at this time and the attend- 
ing physician put it in a plaster cast. As soon as the child 
made an effort to use the arm it was found to be paralyzed. 
There is no paralysis of the leg of that side. We have in 
this case a paralysis due to an injury of the brachial plexus 
received at birth. This injury probably produed a neuritis 
in consequence of which the muscles atrophied and the func- 
tion of the nerve has never been fully restored. We find 
that the paralyzed arm measures 14 centimeters over the 
biceps and the unaffected arm over the same muscle meas- 
ures 16 centimeters. The paralyzed forearm measures 12 
centimeters and the forearm of the other side 15£. 

The mother says that there was entire loss of sensation 
in the arm. Now the child has somewhat regained sensory 
power. The prognosis is bad. The long duration of the 
paralysis renders it especially so and yet daily massage and 
the use of electricity to the paralyzed muscles (using that 
current that will produce muscular contractions) and the 
hypodermic injection of strychnia may be of some service. 

Case of Probable Posterior Spinal Sclerosis— This man 
was sent to the clinic by Dr. E. M. Brown. He is 57 
years of age and has not been well for two years. He 
complains of pain in his limbs. This pain is of a severe 
and darting character coming on in paroxysms. He has 
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been gradually losing his eyesight for about ten years, due 
to atrophy of the optic nerve: There is no interference 
-with locomotion. In the left leg there is on superficial ex- 
amination, no reflex, but when we have him reinforce the re- 
flex by pulling vigorously on his hands with his eyes shut, 
as he is now doing, then we get reflex response. You must 
never pronounce judgment on the patellar tendon reflex un- 
til you have tested it by this method of reinforcement. This 
calls off, as it were, the inhibitory influence of the cortex by . 
concentrating his mind upon the hand pulling, thereby re- 
moving the inhibitory influence of the brain over the func- 
tion and then the reflex takes place. In the right leg we 
find a normal reflex without any reinforcement so that we 
may say there is a diminution in the patellar tendon reflex 
on the left side and that the right is normal. We find by 
having the patient close his eye6 and touch the tip of his 
first finger of one hand and then of the other to the tip of 
the nose, that he does it with accuracy, hence coordination 
in the upper extremity is normal. He can stand erect with 
his eyes shut and walk backwards and forwards without 
showing any, or at least but little, incoordination in the 
lower extremities. He has no * 'girdle sensation." He has 
attacks in the stomach, pain and vomiting without adequate 
cause, that are doubtless of nervous origin. We may call 
these gastric crises. 

We have then in this case three symptoms that suggest 
posterior spinal sclerosis pains: of a peculiar sort, optic 
atrophy and gastric crises. Against the diagnosis of locomo- 
tor ataxia we have the condition of the patellar tendon re- 
flexes and the absence of incoordination in the upper and 
lower extremities. These absent symptoms, however, may 
develop themselves later, and the presence of the other 
three symptoms justify a probable diagnosis of posterior 
spinal sclerosis. 

We will prescribe for this patient a combination of al- 
teratives and tonics, giving the preference as an alterative 
to the chloride of gold and sodium, and we will have it com- 
bined with the pulverized resin of guaiac. This will prevent 
its decomposition and will reinforce its action. This he 
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may take in a tenchof a-grain dose of the gold and three to 
five grains of the resin guaiac, and we will order it an hour 
before eating. After meals we will prescribe for him the 
phosphide of zinc in tenth-grain doses. In the treatment of 
these chronic progressive diseases of the spinal cord you will 
always avoid the use of strychnia, certainly in large doses 
and reasonably in all doses, for it has been demonstrated 
clinically that while it gives a temporary sense of well being 
yet it will eventually increase the rate of progression. For 
the same reason hot baths should be avoided. The daily 
use of massage and of farad ic electricity to the muscles will 
also be a benefit. 

A Case of General Ancesthesia — The next case I present 
to you is that of a woman 30 years old who has marked inter- 
ference with the functions of the voluntary sensory tracts. 
There is complete anaesthesia, a loss of sensation of pain, tem- 
perature and touch. You will remember how at our last clinic 
we thrust pins in various parts other body without producing 
the slightest evidence of pain . Some of the pins used were not 
aseptic. They were pins with which she fastened her hat to 
her head and yet on examining the various places today, where 
we then inserted them, we find no evidence of sepsis but 
perfect and rapid healing of the wounds. And as you ob- 
serve today she has no appreciation of temperature as we 
test the sense with these two test-tubes, one containing hot 
water and the other cold, and you also observe that sue 
seems to have no appreciation of touch. This woman was 
born in the West Indies and when a child, six or eight years 
old, was bitten by a cobra and was unconscious from its 
poisonous effects for a day or two, and then made a very 
slow recovery from the toxaemia. You see that she is now 
in good general health. You will notice the absence of su- 
perficial reflexes except a slight nose reflex. The patellar 
tendon reflexes are normal. You will notice the incoordina- 
tion in movement of the upper extremities as she attempts 
to touch the tip of her nose with her finger, the eyes being 
closed. You will notice the incoordination as she attempts 
to stand with her feet close together, her eyes being closed 
— also manifest in her attempts at backward and forward lo- 
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comotion under the same circumstances. On testing her taste 
sense you will notice that bitters, sweets and sours seem to 
have no effect upon her taste organs, but she can appreci 
ate the effect of salt. She says it is perfectly immaterial to 
her what her meals consist of as everything tastes alike and 
she has no appreciation of whether they are hot or cold. 
She also says that she is immune to the various infectious 
diseases; although repeatedly exposed to scarlet fever, meas- 
les and whooping-cough, she has never been infected. She 
also claims immunity from the effects of snake bites. She 
will now permit herself to be bitten by a Florida diamond 
rattlesnake which she has in yonder box, and we will take 
the poison which the snake implants upon her hand and in- 
ject it into this cat. (This experiment was made, the 
woman suffered no ill effects from the bite, the cat was sick 
for several days, but eventually recovered. A similar ex- 
periment was made with a guinea pig that died three or four 
hours after the injection.) She seems to be exempt there- 
fore from the toxic properties of snake bites, an immunity 
that results from the bite of the cobra in childhood from the 
effects of which she recovered. 

In this case there must be some serious interruption in 
the paths of conduction of sensations to the brain or some 
defects in the cortical centers that receive sensations. There 
is a very great difference in the sensory capacity of ordinar- 
ily healthy people, just as there is a difference in the other 
manifestations of functional activity of the nervous system. 
As we find all degrees of emotional and intellectual capac- 
ity so we may have all degrees of sensory capacity. This 
woman recalls to mind the case of a soldier in the late Civil 
war whose limb was amputated in the upper third of the 
thigh; he refused to take an anaesthetic and when the oper- 
ation was over he told me that it did not hurt. That man 
had, like this woman, some interference with the conduc- 
tion of pain sense, so that this case is simply remarkable in 
the extreme degree of sensory incapacity which she mani- 
fests and is not necessarily pathological. As to the immun- 
ity from infectious diseases there is in this, as in the other, 
all degrees of conditions. I have a medical friend who has 
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had three attacks of small-pox. He is in the other extreme. 
And I know of many people, myself I think included, to 
have an immunity to the smallpox poison. We may class 
this woman as one of the natural immunes. As to the im- 
munity from snake bites I do not believe that her rattle 
snakes are very venomous, probably because of the great 
demand she has made on the apparatus for secreting the 
venom, but yet she does possess a certain degree of immu- 
nity from this toxin just as she does from that of the infec- 
tious diseases. 

Infantile Cerebral Palsy — Notice the peculiar movements of 
thischild's right hand and thedifference between the right and 
left side. The child is paralyzed on the right side. This paral- 
ysis was first noticed when the patient was eight months old. 
You will notice similar movements in the toes. These are 
athetoid movements. You remember the case of atheto- 
sis in which the movements were largely in the shoulder, 
but in this case they are in the hand and foot. We have 
here exaggerated patellar tendon reflex with rigidity, and 
we find the same exaggeration of reflexes in the upper ex- 
tremitiy, as well as the same rigidity. So we have in this 
child's case a right hemiplegia with athetoid movements of 
the hand and foot, combined with exaggeration of reflexes 
and rigidity. A slight pinch makes the child cry out, so 
there is no loss of sensation. It is not a case of poliomye- 
litis because of the exaggerated reflexes, rigidity, and the 
athetoid movements. What is it then? It is the cerebral 
palsy of infancy. 

Whether it occurred at birth or just subsequent thereto, 
we do not know. The child's paralysis was definitely no- 
ticed when the time to begin to walk occurred. The mother 
did not observe anything peculiar about the hand move- 
ments until the child was eight months old. In this case 
there was no instrumental delivery; no accident at birth to 
account for the difficulty. These cases are usually cases of 
cerebral haemorrhage, which generally takes place when the 
child is passing through the maternal passages. They are 
usually cortical haemorrhages of the motor tracts and else- 
where about the brain, and the rigidity with the exagger* 
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ated reflexes are consequent upon the descending degenera- 
tions that take place. 

The probability is that very little can ever be done for 
this child. However, electricity and mild alteratives are 
sometimes of service in these cases. 



u In one great respect our calling is unique, namely, that 
it is the profession which can never cease gaining informa- 
tion; that its progress is wholly in getting more information; 
that it has not got a tithe of the information which it ought 
to have; that every year it is different from what it was tbe 
year before because it has got new information, and that it 
is going to continue so to the end of time. We need scarce- 
ly stop to show by contrast that absolutely no other calling 
can compare with us in this. To the lawyer, for example, 
Lord Coke is still a great authority. I have in my library a 
large work on medicine by Dr. Hilbert Crooke, physician to 
H. M. James I. of England, who was the contemporary of 
that great lawyer. But all that I or any physician now can- 
read Crooke for, is to have fun. One sample from him will 
suffice, where he explains the function of the hair of our 
heads to be to lead off the spirits and humors which other- 
wise would choke and render smoky the brain. How thick 
and smoky the brains of bald heads must therefore be, he 
does not stop to explain." — Thomson, 
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Dr. A. T. Cabot, surgeon to the Massachusetts General 
Hospital, reports a case of perforating gastric ulcer (in the 
Bos. Med. & Surg. Jour., Aug. 11) in which operation was 
not done until the end of twenty-four hours, the patient re- 
covering. 

* 
Dr. J. P. Crozer Griffith, of Philadelphia, reports {Arch, 
of Pediatrics, Aug.) two cases of appendicitis in children of 
four years of age. Both cases were operated, and both 

made excellent recoveries. 

* * 

* 

An epidemic — a light one in point of numbers suffering — 
of diphtheria in a portion of Philadelphia, occurring in 
April last, has been clearly shown to have resulted from in- 
fected milk. All of those who came down with the disease 
were supplied from the same dairy, and a careful bacterio- 
logical examination of the milk disclosed the streptococcus 
pyogenes although the Klebs-Loeffler bacillus could not be 
isolated. This examination, however, was not conducted 
until some number of days had passed (nearly two weeks) 
ifter the outbreak appeared. There was unmistakable 

diphtheria pollution, however, in the dairy surroundings. 

* * 
# 

Coley is now reported to have observed a total of 140 
cases of sarcoma which have undergone treatment with the 
toxins of the streptococcus erysipelatis. Of this number 
seventeen showed a complete disappearance of the growth. 
Of the cases not relapsing at all, one has passed the four- 
year limit; one the thtfee-year limit; and two the two-year 
limit. 

' 'Medicine in its embryonic or rudimentary state eighteen 
or twenty centuries ago, and medicine in its present state of 
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advancement and achievement, are as wide apart as th 
Poles. Yet running through the ages they present certain 
features in common, and not the least of these is the stand- 
ing acknowledgement of the homely old maxim of St. Paul, 
'the laborer is worthy of his hire.' But while mercenaries 
of the Paracelsus stripe, or gold-loving doctors of physic, 
like Chaucer's in the Canterbury Tales, have always 
abounded, yet from time immemorial to the present hour, 
foremost and uppermost is the spirit of self sacrifice, self- 
renunciation, that is ever ready to lighten the burden of 
sorrow, to lift the heavy and weary weight of suffering, and 
to listen responsively to what Wordsworth calls 4 the still, 
sad music of humanity.' " — Bombaugh. 

* * 
* 

Dr. W. S. Stone, of New York City, reports a case of 
Acute Inversion of the Uterus Following Parturition, in the 
August issue of the American Journal of Obstetrics, and says 
that during the past five years be has been able to find forty 
cases in medical literature, twenty of which occured and 
were reported in this country. It Dr. Stone had been a 
little bit more thorough in his research his list of American 
cases would at least have been twenty -two, instead of 
twenty, for he seems ignorant of the fact that two cases of 
acute inversion of the uterus have quite recently been re- 
ported in this magazine. On page 461 of volume VI a case 
will be found reported by Dr. D. W. Lynch, of West Bend* 
Wis., and on page 521, of the same volume, stands another 
report by Dr. P. D. Marshall, of Chicago. 

As an indication of the comparative rarity of this acci- 
dent Dr. Stone mentions that in 190,000 deliveries in the 
Dublin Lying-in Rotunda inversion of the uterus occurred 
but once; and did not happen at all in 200,000 cases at St. 

Petersburg. 

* * 

* 

Prom observations as to the practical use of the X-rays 
in surgery and medicine one of the most common and valu- 
able fields is in the diagnosis of the presence or not of for- 
eign bodies in the hand or wrist. An English observer has 
examined 32 cases belonging to this class: 18 proved to have 
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pieces of needle somewhere in the hand, in 4 bullets were 
found, in 1 a piece of glass, in 1 a piece of table-fork, in 1 
a piece of hat-pin, in another several brass nails and in 6 no 
foreign body at all. 

This last class, in which nothing was found, is the most 
interesting of all, and opens quite a new relationship and 
usefulness in skiagraphy. The writer, Dr. Holland, (Liv. 
Med. Chir. Jour.) remarks of these cases: "Nearly all arp 
women, and they are generally hysterical; they complain of 
pain, and are certain that at some date, a pin or needle had 
run into the hand and had stayed there. To be able to take 
a radiograph and demonstrate to these people the absence 
of any such thing is to cure them of their ailment. On the 
other hand many patients complaining of pain in this man- 
ner have been considered as manifesting hysteria, and to be 
able to demonstrate the presence of a foreign body is most 

important. ,, 

* * 
* 

One of the most interesting reflective fields is that 
which concerns the progress of our science. Not only does 
a comparison of the present with a definite period of the 
past reveal the change in a general,matter-of-fact way; but 
definite comparisons carry us into the fascinating realms of 
historical medicine and bring up details of events and names 
which makes the impression more profound and lasting. 

Batty Tuke, the eminent mental expert of Edinburgh, 
delivered the Address in Psychology at the late meeting of 
the British Medical Association held at Edinburgh, and he 
was prompted to contrast a not remote past with the knowl- 
edge of today in the wonderful field of cerebral anatomy 
and physiology. 

"It is of interest and importance to contrast the state of 
knowledge of the anatomy and physiology of the cerebral 
hemispheres in 1864 with that of 1898. Up to the former 
year even the rough naked- eye anatomy of the convolutions 
was chaotic, only some two or three gyri being recognized 
as distinct anatomical landmarks; and it was only then that 
Gratiolet reduced them to system, demonstrated their order- 
ly arrangement and propounded a nomenclature, which, 
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with certain modifications, is in use today. The position at 
the same time as regards minute anatomy, and therefore as 
regards physiology, is best illustrated by a quotation from 
the sixth edition 4 of Carpenter's Principles of Human Physi- 
ology. He therein states: 'It is a point specially worthy of 
note that no sensory nerves terminate directly in the cere- 
brum, nor do any motor nerves issue from it; and that there 
seems a strong probability that there is not a direct contin- 
uity between all or any of the nerve fibres distributed to the 
body and the medullary substance, of the cerebrum. For 
whilst the nerves of special sense have their own ganglionic 
centres, it cannot be shown that the nervous fibres of general 
sense, which either enter the cranium as part of the cephal- 
ic nerves, or which pass up from the spinal cord, have any 
higher destination than the thalami optici. So the motor 
fibres which pass from the cranium, either into the cephalic 
nerve trunks, or into the motor columns of the spinal cord, 
though commonly designated as cerebral, cannot be certain- 
ly said to have a higher origin than the corpora striata. 
And we shall find strong physiological as well as anatomical 
ground for the belief that the cerebrum has no communica- 
tion with the external world, otherwise than by its connec- 
tion with sensorimotor apparatus; and that even the move- 
ments which are usually designated as voluntary are only so 
as regards their original source, the stimulus which calls 
the muscles into contraction being even then immediately 
issued from the cranio-spinal axis, as it is in the movements 
prompted by the reflex stimulation of an external impres- 
sion. ' This was the opinion of the recognized physiological 
authority of the day, who in the absence of anatomical data, 
set aside the results of ablation of the hemispheres as dem- 
onstrated by Plourens, and disregarded the inductions of 
Laycock bearing on what he termed the reflex function of 
the hemispherical ganglia. The gap was bridged by the in- 
genious methods of cutting and staining devised by Gerlach 
and Lockhart Clarke, who were the pioneers of a system of 
research, which, developed in the hands of Meynert, Max 
Schultze, Rudolph Wagner, Kolliker, Gowers, Weigert, 
Bevan Lewis, Golgi, Ramon y Cajal, Nissl, Plechsig and 
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others, revealed paths of conduction between the outer 
world and the regions of highest cerebral function, between 
hemisphere and hemisphere, between convolution and con- 
volution, and between the tracts of the special organs of 
sense. Let me advise those amongst you who desire to 
fully recognize the altered state of things to keep in mind 
the statement of Carpenter just quoted, and then to study 
D6jerine's Centres Nerveux, the last edition of KOlliker's 
Handbuch der Gewebelehre des Menscken, or the inore readily 
accessible Textbook of Physiology by Michael Foster. In the 
last edition of this most charming work, the part written in 
conjunction with Sherrington sets before the student a won- 
derful panorama of brain connections, paths of conduction 
between organs without and within the skull, and between 
the various organs of the brain itself. Although the authors 
never overstep the physiological limit, it is difficult for the 
reader to avoid, whilst studying the relations of the mech- 
anism by which impulses are distributed, the construction 
of schemes which for the moment seem to make it remotely 
feasible to conceive how it might be possible to account for 
the transmutation of exterual impulses into states of con- 
sciousness. Need it be said that his dreams are short and 
that he wakes to the fact that he is vainly seeking to think 
of the unthinkable and that his sphere is limited to the study 
of structures, the destruction or implication of which ren- 
ders mental activities impossible or imperfect. The very 
brilliance of the anatomical demonstrations and of the phy- 
siological deductions emphasizes the wide gaps in our 
knowledge. Large areas of the cortex exist to which no 
system of experimentation has been able to assign or even 
to suggest special functions. But Flechsig has of late as- 
serted that certain of these unnamed regions in the brain map 
may be filled in; for he has arrived at the conclusion, 
founded on a series of anatomical, physiological, pathologi- 
cal and clinical observations, that certain of the cortical 
areas on the superior and frontal aspects constitute the 
material 'antecedents' of mental activity, in that they are 
the areas in which the stimuli of the various sense spheres 
are associated." %* 
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Dr. A. Lapthorn Smith, of Montreal, writing home from 
Paris a newsletter of men and things medical, says among 
other incidents of Pozzi that he is one of the most striking 
figures of the profession in Paris. He is a Senator and 
Knight (of the Legion of Honor) and he is also a full pro- 
fessor of the University. "He is a tremendous worker, his 
book on Gynaecology being one of the most complete that 
has ever appeared. I was always puzzled to know how he 
managed to find time to write such a work, and on express- 
ing my curiosity he told me that he obtained leave of ab- 
sence from the University and from the Hospital, and tak- 
ing many cases of notebooks and monographs with him, 
went to Montpellier where he shut himself up like a hermit 

for two years, writing for fifteen hours a day." 

* * 

In speaking of the absolute necessity of physicians 
being fully alive to the progress and demands of the times 
— the obviation of rustiness and obsoleteness — Dr. P. W. 
Bobbins, of Detroit, Mich. (Med. Age) has offered some ripe 
advice. He remarks: 

"One cannot be thus in touch with the best things our 
science gives us by always staying at his office or around 
the drug store, or corner grocery, or even in his own town. 
He must give up the drug store and grocery loafing places; 
he must not know what loafing is. His office must be kept 
supplied with the best medical journals, even if, to meet the 
expense, strict economy must be exercised in other direc- 
tions. Through perusal of these journals, a new book will 
be found from time to time absolutely necessary. If there 
is a medical society in the county, the progressive man will 
be a member of it; if there is none, he will be prompt to 
form one. The physician who thinks enough of himself to 
take advantage of medical journals of the best type, county 
and state medical societies, and gains knowledge and inspir- 
ation directly therefrom, is the one that people want. They 
have no use for the man who always keeps himself within 
easy reach and is continually afraid that he will lose a 
chance call. 

No penny-wise and pound-foolish physician will be suc- 
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cessful. The doctor is a marked man in the community, 
and the people know whether he is lazy and carelessly drift- 
ing, or whether he is making the most of himself and his 
opportunities and thus able to give his patients the best." 

* 
Dr. Daniel R. Brower, of Chicago, Professor of Mental 

Diseases, Materia Medica and Therapeutics in Rush Medical 

College has recently been the recipient of the degree of LL. 

D. from Kenyon College of Ohio and St. Ignatius College of 

Chicago; and has also been made a foreign member of the 

Moscow (Russia) Society of Nervous and Mental Diseases. 

* * 
* 

Medicine, in Prance at least, appears to have charms 
for the old, as well as the young, energetic mind. It is said 
that a Frenchman lately became a qualified practitioner at 
the age of 50; that another scientifically-inclined man at 72 
began preparing for the degree of B. S. with the view of 
thereafter taking up medicine; while a French maritime sur- 
geon was still faithfully performing his duties on board ship 
at the ripe age of 81. 4 

* 
Dr. J. G. Adami, professor of pathology at McGill Uni- 
versity, Montreal, has announced {Mont. Med. Jour., July) 
the discovery of a minute microorganism associated with 
cases of progressive hepatic cirrhosis (ordinary ''hob-nailed" 
liver). Dr. Adami was led to this finding b^ his work, be- 
ginning four or five years ago, of investigation in a peculiar 
infectious disease occurring in cattle in the northern part of 
Nova Scotia and which became known as the Pictou Cattle 
Disease. This cattle disease was characterized by "exten- 
sive cirrhosis of the liver accompanied by swelling of the 
periportal and retroperitoneal lymph glands, with some 
ascites and a condition of multiple follicular ulceration of 
the fourth or true stomach." Pursuing his reasoning and 
research Dr. Adami was finally able to distinguish an identi- 
cal microorganism in a similar pathological process in man, 
though the result was made highly difficult by the almost 
stainless nature and the minuteness of the organism. Dr. 
Adami feels warranted in stating: "Thus at the present 
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time I would go so far as to say that in a certain number of 
cases, at least, of hobnailed liver, there is present, more es- 
pecially in the liver and the abdominal lymph glands, a 
minute microorganism resembling closely that found patho- 
genic in the infective cirrhosis of cattle; a form which is 
present most frequently as a minute micrococcus but some- 
times has a more bacillary appearance, and which is thus to 

some extent polymorphous." 

* * 
* 

In delivering the Presidents Address at the late (the 
66th) annual meeting of the Brittsh Medical Association, 
Prof. T. Grainger Stewart, said anent the advancement of 
medical knowledge: — * 'Another duty recognized from earli- 
est days is that of extending, increasing and deepening our 
knowledge. The mens medica is an inquiring mind, and the 
nature of our training, and of the problems which daily con- 
front us, stimulate inquiry. Original observation and re- 
search are being carried out in unnumbered centers through- 
out the world . The medieval method of building systems or 
theories upon slight or fanciful foundations has been re- 
placed by the methods of sound philosophy. To these the 
world is indebted for boundless benefits. Every .great hos- 
pital has been long used as a field of accurate and painstak- 
ing clinical observation, and in many of them, and. in every 
university and school, laboratories of research have been 
established, and original work has been incessant." 

* 
44 As might be expected, self destruction is less frequent 
in childhood than at any other age. The commonest period 
is from forty to fifty years. Females are less prone to self- 
destruction than males, but this is less marked in childhood 
than at a later age. In Prance the proportion of female to 
male suicides under sixteen years of age in the whole popu- 
lation is less by one-half; but taking 1,000 male and 1,000 
female suicides under sixteen, the proportion is greater with 

females by one third It is now increasing in frequency. 

Prom 1865 to 1874 in England, Wynn Wescott tells us there 
were 81 suicides from ten to fourteen years of age, 45 male 
and 36 female. The ratio, however, shows female precocity. 
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Child suicide is increasing in England and in almost all the 
continental states. But what undoubtedly causes many 
cases now is over-pressure in education, while the education 
itself produces precocious development of the reflective fac- 
ulties, of vanity and of desires. During the last few years 
there have been several English cases of children killing 
themselves because unable to perform school tasks. — Ireland, 

The Mental Affections of Children. 

* * 

"To Sir Astley Cooper the study of anatomy meant not 
only the normal dissections, but pathological dissections and 
comparative anatomy. Prom the second term of his medical 
studies until the day of his death his industry in all these 
lines was enormous. 

To rise at four, to dissect for two hours before breakfast, 
to demonstrate for his fellow students all the morning, to 
hear lectures and assist at autopsies until dinner and to dis- 
sect again until near midnight — these were for many years 
his regular occupations. 

It is marvellous to what a degree of accuracy those men 
trained their unaided senses. Without the microscope, the 
culture tube; the stethoscope or the thermometer those dif- 
ferentiations known to us were impossible. But students 
made the most of their few talents and the great collections 
of Hunter, Cooper and others bear witness to the enthusiasm 
and wide range of their inquiries. It was in their observa- 
tions on the structure of the lower animals that both of 
these men excelled and outstripped their contemporaries. 
Hunter did not stop at the dissection of a whale, and Cooper 
had a dead elephant brought to his own house and worked 
upon it in his courtyard" — Essay on Cooper — Bos. Med. & 
Surg. Jour. 

* 

The Michigan State Board of Health respectfully recom- 
mends to all school boards and other officers and persons 
having in charge assembly rooms, that they cause to be 
observed the following methods of care, in the interests of 
public health: 

That the regular care of schoolrooms includes sprink 



Digitized by 



Google 



350 NOTES AND COMMENTS. 

ling the floor before sweeping, the subsequent dusting of 
desks or wiping them with a clean damp cloth, and the air- 
ing of the room before its use. 

That interchange of books be allowed only under such 
conditions as render the transmission of disease impossible. 
That the use of slates be discontinued. 

That person* known to be affected with tuberculosis of 
the lungs, or who persistently cough and expectorate, be 
denied the privileges of such room, either as a teacher or 
pupil. That all spitting upon the floor by any person be 
strictly forbidden, and that proper conveniences for receiv- 
ing sputa be supplied. 

That, at least once a year, the room and contents be 
thoroughly disinfected, the woodwork and floor washed 
with an antiseptic solution, the walls whitewashed, and the 
plumbing and ventilating inspected. 






So far as intestinal antiseptics in the treatment of ty- 
phoid fever are concerned they are strongly advocated by 
Dr. S. Solis Cohen, of Philadelphia, who says (Penn. Med. 
Jour.) 

44 Judicious internal medication is useful. The bowels 
should be cleansed by enema (unless after the tenth day), 
after which, according to circumstances, a few small doses 
or one large dose of mercurous chloride (calomel) should 
be given. After the "calomel stool," intestinal disinfec- 
tants should be employed. As I have said elsewhere, these 
may not kill Eberth's bacillus, or neutralize its toxins, or 
chase after it into the spleen or cerebrum; but they do render 
the patient's intestine a less favorable breeding ground for 
this organism and its many named and unnamed congeners; 
they do diminish the formation, and hence the absorption, of 
various named and unnamed toxins; they do render the 
course of the case less severe. I affirm this unhesitatingly 
as the result of a sufficient clinical study. Laboratory ex- 
planations may be found hereafter." 

Dr. W. F. Southard, of San Francisco, who has visited 
representative hospitals all over Europe, and who for a 
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time travelled with Dr. Senn in 1897 visiting the leading 
military hospitals in foreign centers, after returning home, 
writes (Pac. Med. Jour.): 

44 Having seen what I have of hospitals in other lands, 
having at various times visited hospitals in Portland, Maine, 
Boston, New York, Philadelphia, Baltimore, Washington, 
Chicago, New Orleans, St. Louis, and in our city, I can 
honestly say that I am a stronger admirer of American sur- 
geons and American surgery than ever I was before. I am 
sure that the results of personal observations of things 
medical at home and abroad have intensified my American- 
ism; at the same time I know that my horizon has greatly 
broadened. I know that we have our failings, but we are 
eliminating them as rapidly as circumstances will permit. 
I believe that the time is not so far distant when medical 
men will journey to our shores to observe the latest and 

best results in medical science." 

• * 
* 

One of the most radical and generally humane advances 
with which the medical profession has been distinctly asso- 
ciated during the closing years of the nineteenth century 
has been in the treatment and general care of the insane — 
institutional care mainly. We have previously referred to 
this subject in this department by the portrayal of a strong 
comparison of modern with obsolete methods. Yet there 
are some points it is not at all amiss to particularly mention. 

In the first place strictly medical supervision has become' 
firmly established. (It would be an inestimable blessing if 
it could also be said that the appointments were always up- 
on merit, rather than many times to political hirelings. 
This is the most serious obstacle in the path of further pro- 
gress.) 

Then, again, the assumption of a strictly medical con- 
trol of affairs has led to a far better mode of nursing. This 
would follow, of course; but it is more especially notable in 
the establishment of training schools in, or in connection 
with, insane hospitals. These training schools for nurses 
have been a factor of pronounced value, acting as a check 
to the inefficient but especially developing the aptness, 
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knowledge, patience and usefulness in a general sense, of 
those who were to be the immediate attendants and care- 
takers of the feeble-minded. 

Further, and again incident upon full professional con- 
trol, a scientific spirit has been infused into the work. It 
has not been mere perfunctory "keeping," i. e., meals and 
restraint day after day and year after year. 

An equipped laboratory has become an essential feature 
of every large hospital; and this means, generally with 
reasonable confidence, that scientific research is having due 
attention. Cases are treated from the advanced medical 
point of view: are studied individually and relieved where 
possible. Of late years a great deal of valuable scientific 
discovery has come from the painstaking medical staffs of 
many of our hospitals for the insane, both large and small. 

Of course advanced sanitation and construction has had 
a good share in the betterment of these unfortunates, but 
by far the largest measure of credit belongs to the undivided 
careful, scientific attention bestowed by the non-political 
medical supervisor and his staff. 

* 
A great many extraordinary things occur in the line of 
obstetrics. At a recent informal meeting of a number of 
.Chicago physicians, during which experiences were relat- 
ed, the following constitute a few of the observations: 
One physician had attended a woman in confinement upon 
three successive occasions, the birth occurring each time 
on the 29th day of June. Another physician had seen 
two instances of placenta praavia in the same patient, a nor- 
paal labor intervening. Another had seen fatal post-partum 
haemorrhage in which there was an undetached and unde- 
tachable placenta and no discoverable source of the bleed- 
ing. One reported a labor lasting one hundred and five 
hours; while another said he could beat that and instanced 
a case of labor that began strongly and well on a Saturday 
evening and continued until the following Friday evening — 
being one hundred and forty-four hours in duration. On 
the other hand cases of precipitate labor were mentioned 
where but one pain cccifrred. Delayed reanimatkn in the 
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case of a so-called * 'still-born" infant was mentioned, one 
physician reporting a case that occurred in Cook County 
Hospital. The child was to all appearances inanimate at 
birth. Persistent and long continued efforts at resuscita- 
tion were employed without evident success. The body 
was then wrapped in a cloth and temporarily placed upon a 
shelf in a side room until it could be transferred to the 
morgue. A full hour thereafter a nurse passing close to the 
"dead" infant heard a snuffling sound and upon an examina- 
tion found a very much alive baby. 

Queer cases of superfoetation and hysterical or false 
pregnancy were also mentioned, as well as mistakes in mat- 
ters of diagnosis. One physician had practiced over sixteen 
years, doing a fair amount of obstetrical work, and never 
had seen a case of postpartum haemorrhage, puerperal 
eclampsia, puerperal mania, multiple pregnancy, transverse 
presentation or prolapsus funis. 

• 

One hundred and ninety-nine different surgical instru- 
ments have been found in the ruins of Pompeii and are now 
preserved in the National Museum at Naples. 

♦ 
A Boston observer, Dr. J.H. McCollom, has been study- 
ing the mortuary returns in diphtheria as affected by the use 
of antitoxin; and while he is not the only one, by any means, 
who has extensively studied this subject, yet he has gone 
into the matter so deeply and tried to look at it so impar- 
tially that his utterances at once command our respect. Dr 
McCollom starts out by saying: '*The use of antitoxin in 
the treatment of diphtheria has passed the experimental 
stage and its advantages in the treatment of this disease are 
now generally recognized. There, are, however, some mem- 
bers of the profession who from insufficient experience or 
from a series of unfortunate cases are inclined to throw dis- 
credit upon the remedial power of the healing serum. There 
are others who claim tl at the administration of antitoxin 
has a deleterious effect on the heart, and that it is an im- 
portant factor in causing renal disease." He then concludes 
his essay (Boston Med. and Surg. Jour., Aug. 18) as follows: 
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"Prom an examination of mortuary statistics, both in this 
country and in Europe; from a clinical study of 4,200 cases 
of diphtheria, it seems to me that the following conclusions 
are absolutely correct: 

First, that the death-rate of diphtheria has been reduced 
to a remarkable degree by the use of antitoxin. 

Second, that in order to derive full benefit from this 
agent it is important that it should be given in large doses 
early in the course of the disease. 

Third, that antitoxin should be frequently repeated, 
until the characteristic effect is produced on the diphtheritic 
membrane. 

Fourth, that antitoxin does not produce albuminuria, 
and that it has no effect in producing heart complications in 
this disease. 

Fifth, that the physician who does not use antitoxin in 
the treatment of diphtheria fails to do his whole duty to his 
patient.' 
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CONSERVATIVE GYNECOLOGY AND ELECTRO-THERAPEU- 
TICS. A Practical Treatise on the Diseases of Women and Their 
Treatment by Electricity. Third Edition, Revised, Rewritten, and 
Greatly Enlarged. By G. Betton Massky, M. D., Physician to the 
Gynecic Department of Howard Hospital, Philadelphia, etc. Il- 
lustrated. Royal Octavo. 400 pages. The F. A. Davis Co. , Pub- 
lishers, Philadelphia. 

It cannot be denied that consistent and conscientious 
gynaecologists of experience are now very seriously asking 
themselves if many of their operative measures have not 
been ill advised. The practice of wholesale removal of 
tubes, ovaries and uterus has in many instances failed to re- 
lieve symptoms. The subsequent development and persis- 
tence of serious nervous conditons have made many a wo- 
man regret that she ever consented to submit to an opera- 
tion. The pendulum of professional thought is certainly 
swinging backwards. Resection of organs is taking the 
place of amputation. Conservative methods are once again 
receiving at least a modicum of attention. 

Under these conditions the appearance of Dr. Massey's 
book is timely. It is safe to say that his experience will be 
a revelation to many practitioners who consider gynecology 
simply as the surgery of the female genitalia. The clear 
and definite directions for treatment will be of special use 
to the physician far removed from hospital centers; It is 
earnestly to be hoped that the intelligent use of electricity 
may supercede the pernicious practice of "local treatment" 
by means of caustics which even today persists in so many 
quarters. 

We cheerfully recommend this work as an honest book. 
It explains in few words but yet in sufficient detail, the 
physics of electricity. It illustrates the application of elec- 
tricity not alone to fibroid tumors, but to disorders of men- 



Digitized by 



Google 



356 BOOK REVIEWS. 

struation and the infectious diseases of the uterus, tube and 
ovary. It discusses the treatment of malignant growths, 
ectopic gestation, displacements and relaxations in a prac- 
tical and convincing manner. It is well illustrated with 
plates and engravings. It should be studied by every one 
who pretends to treat women and especially by our abdom- 
inal surgeons. They, at least, will not fail something new. 

D. L. 



A MANUAL OF SURGERY, GENERAL AND OPERATIVE. John 
Chalmers DaOosta, Clinical Professor of Surgery Jefferson Medical 
College, Philadelphia : W. B. Saunders. 

The temptation of publishers, in the presentation of 
works systematically considering general surgery, is nowa- 
days to issue "syndicate works" — treatises written by many 
authors, each taking a small part of the whole subject. The 
commercial advantages of such a plan are obvious. But the 
disadvantages to science are also great. Theoretically this 
method is only justifiable when each writer is given as much 
space and liberty of literary action as he desires, and is 
made responsible in every way for his work. 

It is a pleasure to turn from these co-partnership works, 
in which occasionally even the authorship of particular ar- 
ticles is suppressed, to the present little work of Dr. Da- 
Costa in which responsibility can be located, and in which 
are preserved the unities of purpose, authority, opinion, 
scholarship and literary workmanship. 

Dr. Da Costa has elected to treat the commoner forms 
of surgical maladies in a direct, simple and concise way. 
He has admirably succeeded in putting before the student, 
and the practitioner to, for that matter, a work which gives 
in a nut-shell a view of modern surgical principles as ap- 
plied directly to the treatment of disease. 

The common fault of too great condensation giving 
false ideas of the subject, is avoided by omitting altogether 
the consideration cf unusual diseases. The attention of the 
student is thus directed prominently toward those topics 
which he must most frequently consider in clinical work. 

The reviewer is convinced from conversations with 
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quiz-masters using this boo.k that there is no better English 
work to be found for class- room instruction than this mod- 
est volume. 

The new edition which is just issued is a great improve- 
ment on the old in every way, and in addition brings the 
consideration of every subject down to the present moment. 

W. V. H. 



HAY FEVEB AND ITS SUCCESSFUL TREATMENT. By W. C. 
Hollopeter, Clinical Professor of Pediatrics in, the Medico-Chirurgi- 
oal College of Philadelphia; Physician to the Methodist-Episco- 
pal Hospital ; etc. Published by P. Blakis ton's Son & . Co., of 
Philadelphia. 

Externally this is an attractive little volume containing 
one hundred and thirty-seven pages. The author states in 
the preface that he has "had remarkable and uniform suc- 
cess with a simple treatment of hay-fever" with which in 
the last ten years he has "given complete relief to over two 
hundred patients" and again in the latter part of the pref- 
ace, "the'most of my original communication is devoted to 
the all important point in the discussion, the successful 
treatment." It is therefore disappointing to find but eleven 
of the one hundred and thirty seven pages given to treat- 
ment, and of these but two devoted to the so-called process 
of "daily sterilization of the nares and post nasal spaces" 
recommended by the author. In a word after atomizing the 
parts with DobelPs solution one is to "scrub most carefully 
every portion of tJie mucous membrane t being sure to reach between 
the turbinated bones and all around and over every slight prom- 
inence" dry with cotton and follow with a mild solution of 
menthol in albolene. The idea of sterilizing the nares by 
the use of Dobell's solution and a cotton swab would be sur- 
prising if it were not so ridiculous, and the proposition that 
a hypersensitive nasal mucous membrane should be thor- 
oughly scrubbed is as startling to the intelligent rhinologist 
as the process would be unbearable to the patient, and we 
should advise the practitioner to first try the procedure 
upon himself, specially if he has hay fever, before inflicting 
it upon a patient. 
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That the treatment is hardly curative, we infer from the 
following: "A large percentage of my patients during the 
last five years anticipating the period of recurrence have 
willingly presented themselves for an annual course of pre- 
liminary local treatment" daily. The preface states that 
* 'there is little to be said definitely about the etiology of the 
disease" yet some forty-one pages are devoted to a resume of 
the causes. The balance of the work, except that devoted 
to treatment, concisely presents history, symptoms and 
prognosis except thirty-three pages occupied by bibliogra- 
phy, index, etc. It is to be regretted that "Successful 
Treatment" occupies so large a place in the title and so in- 
significant a place in the text. 

A. M. C. 



ATLAS AND EPITOME OF OPERATIVE SURGERY. By Dr. 
Otto Zuokerkundl. Edited by J. Chalmers DaOosta, M. D. Pub- 
lished by W. B. Saunders, Philadelphia. 

It is seldom that one finds a small work on operative 
surgery really valuable for the student or the practitioner. 

The book under consideration is so clear in its illustra- 
tions and so concise in its text and so full in its scope that 
its brevity becomes a virtue. 

The student will obtain a clear idea of operative surgery 
which he will not readily forget and the practitioner can in 
a few moments recall the important steps of any operation 
by referring to this work. 

It is pleasant to find that both the Murphy button and 
Van Hook's operation for uniting the ureter have received 
careful descriptions and illustrations. 

Almost all of the illustrations are exceptionally fine. 

A. J. O. 
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MEDICINE. 

Graves' Disease, the Besults Obtained by the Operation of Partial Thy- 
roidectomy in 8 Cases of.— J A. Booth, New York City — Med. Rec> 
Aug. 13. 

Idiocy, Three Gases of Amaurotic Family. — A. Jacobi, N. Y. — Arch, of 
Ped. , Aug. 

Kidney, on Hypernephromas of the — A. O. J. Kelly, Philadelphia. — 
Phila. Med. Jour., July 30, Aug. 6. 

Paralysis, Two Cases of Acute Ascending ; with Autopsy. — J. J. Thomas, 
Boston. — Am. Jour. Med. Set. , Aug. 

(1) Although the statistics of the antitoxin treatment of 
tetanus up to the present time apparently show a diminution 
in the mortality under this treatment, they may be legiti- 
mately criticised as on the whole insufficient in total number, 
in definiteness of reports, and as probably not including all 
fatal cases treated. 

(2) The more carefully we study them the less evidence 
do we find that the antitoxin treatment and not the mild 
course of the disease, was responsible for the favorable 
course in the cases which have recovered. There is no sat- 
isfactory evidence that harm has resulted from the injec- 
tions. 

(3) There is a distinct probability that in the great ma- 
jority of the total number of cases treated the dose of anti- 
toxin, especially the all important initial dose, has been too 
small to have any possible effect upon the disease. 

(4) The treatment, in view of the present untractability 
of the disease, demands further trial. 

(5) There are certain means by which we can hope to 
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make it more effective, and these include earnest efforts on 
the part of those engaged in the production of serum to 
secure a stronger product, and on the part of those who em- 
ploy it in treatment to give a sufficiently large initial dose, 
and to give it at the earliest possible moment. The serum 
should be injected directly into the blood stream. 

(6) The strength of the antitoxic preparations furnished 
by the Massachusetts and the New York Boards of Health, 
when first supplied, was so slight as to render it necessary 
to employ 500 cubic centimetres as the initial dose. 

(7) A valuable field for the use of antitoxin lies in its 
employment for immunizing purposes. 

(8) The treatment of tetanus, according to our present 
knowledge, should consist of: 

a. Thorough disinfection of the primary focus by 
mechanical means, including, if necessary and practicable, 
amputation. 

b. The thorough local employment of such chemical 
antiseptics as have been shown to destroy both the bacilli 
and the toxin. 

c. Symptomatic treatment by sedative3, etc. 

d. Thorough diuresis. 

e. Intravenous injection of an amount of antitoxin 
serum which shall contain at least 500 antitoxic units at the 
earliest possible moment. "—Lund, Boston Med. and Sur. 
/our. 

SURGERY. 

Oolotomy. — F. T. Paul, Liverpool. — Liv. Med. Chir. Jour., July. 

Cerebral Neoplasms. — W. C. Krauss, Buffalo. — jV". Y. Med. Jour. t July 
30. 

Ether Ineumonia. — J. M. Anders, Phila. — Univ. Med. Mag., Aug. 

Foreign Bodies and the Use of X Rays. — -C. T. Holland, Liverpool — 
Liv. Med. Chir. Jour. July. 

Femoral Hernia, Radical Cure of— H.M. Silver, N. Y.— N. Y. Med. 
Jour. Aug. 13. 

Pyothorax, The Significance of Fever Following Operations for. — A 
Caille, N. Y.— Arch, of Ped., Aug. 

Tumors, The Use of Animal Toxins in the Treatment of Inoperable Mal- 
ignant. — G. R. Fowler, N. Y. — Am. Jour. Med. &ct.,Aug. 

What Dr. Walter C. Wood,, of Brooklyn, N. Y., calls a 
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"surgical creed" in reference to -acute abdominal cases is 
given herewith, (the article appearing in the Brooklyn Med. 
Jour., Aug.) 

"I believe the following cases should be subjected to 
operation without delay: 

1. All cases of acute appendicitis not improving within 
forty-eight hours. Improvement to be estimated chiefly by 
the local symptoms. 

* 2. All cases of per-acute appendicitis even before forty- 
eight hours when local tenderness is extreme. These cases 
usually perforate. 

3. All cases of apparently general peritonitis not al- 
ready hopelessly lost. Although somewhat skeptical of 
some of the reported cures of general peritonitis by abdomi- 
nal section and irrigation, I am sure it is true that often the 
amount of peritoneal involvement is less than the clinical 

• symptoms indicate, and extensive peritonitis is amenable to 
surgery. 

4. AH cases of local septic peritonitis whose origin is 
probably outside the pelvis. 

5. Cases of persistent vomiting with general intestinal 
pain and a fixed point - of marked local tenderness. It is 
often impossible to make an anatomical diagnosis in these 
cases but the lesion is usually amenable to surgical relief if 
not delayed too long. 

6. Cases of profound collapse where the previous his- 
tory is that of an abdominal disease. These are desperate 
cases, but I think some of us need more courage in these 
cases of probable perforation. 

7. Any case of abdominal tumor (not fecal) presenting 
acute and alarming symptoms. 

8. All cases of haemorrhage. 

9. Any case with acute and alarming abdominal symp- 
toms where a diagnosis is beyond a careful and competent 
examination, a true explorative section is positively indi- 
cated. I would protest, however, against the tendency to a 
free use of this means of diagnosis, without a most pains- 
taking attempt to exclude those diseases not amenable to 
surgical relief. The laity must have more confidence in sur- 
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gery, else its benefits will be frequently refused where it is 

competent to offer the chance for life." 

* * 

* 

The following few general rules touching the employ- 
ment of general anaesthetics are given by Dr. F. C. Ham- 
mond, anaesthetist at the Jefferson Hospital, Philadelphia, in 
the Iherap. Gaz., Aug. 15: 

'•1 Whatever anaesthetic is used, ethyl bromide ex- 
cepted, begin it slowly, and do not "push it" until the strang- 
ling, cfioking sensation has passed. 

2. Should the irritant cough occur, allow a little pure 
air to be breathed, and proceed slowly. 

3. If rapid swallowing intervenes during the first stage 
proceed slowly with the administration. 

4. Should the patient struggle, do not allow those 
standing around to "throw" themselves over the chest and 
abdomen, as this seriously interferes with respiration. Of- 
tentimes the patient can be restrained by simply bearing 
down on the shoulders. If necessary hold down the arms 
and legs, but keep off the chest and abdomen. 

5. Inspire your patient with confidence by a few cheer- 
ing words prior to beginning the administration, as it often- 
times quiets an otherwise nervous individual. 

6. Watch carefully the respiration; see that air is pass- 
ing in and out of the lungs without obstruction. Anticipate 
cyanosis by carefully observing the color of the cheeks, lips, 
and ears. 

7. Keep track of the pulse with a finger either on the 
radial, temporal, or facial artery. Note whether it is slow 
and full, or rapid, running and weak. 

8. Keep the mouth shut; .this is the best prophylaxis 
against the patient * 'swallowing tue tongue." Hold the 
lower jaw in contact with the upper with your hand through- 
out the entire anaesthesia — that is, until the patient is re- 
moved from the operating table. 

9. Always protect the eyeball. Place a single layer of 
towel over the eyes, and hold it there with the inhaler that 
is being employed. If administering the anaesthetic on a 
towel, use another towel for the ocular protection. This 
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will prevent the vapor from irritating the sensitive cornea 
and conjunctiva. Never touch the eyeball to ascertain if 
narcosis is complete, as it is unnecessary, and has caused 
not a few attacks of conjunctivitis and suppurating keratitis. 
Simply press the upper eyelid down gently on the eyeball; 
if the patient makes no attempt to close the eyelids, then in- 
sensibility is complete. 

10. Never administer an anaesthetic to a female unless 
another person is present; this should be imperative. 

11. Should vomiting begin push the anaesthetic. Dur- 
ing the act of emesis, prevent the tongue from slipping back 
into the pharynx. After vomiting ceases remove the ac- 
cumulated ejecta from the mouth and pharynx. If the site 
of operation is above a line drawn around the chest, at the 
level of the nipples, turn the head to the opposite side, in 
order to prevent the ejected material gaining access to the 
wound. 

12. Dilated pupils failing to respond to light signifies 
deep anaesthesia; stop the narcotic. Dilated pupils which 
respond to light are significant of one of two things — "com- 
ing out" of the anaesthetic, or passing into the stage of deep 
anaesthesia. A narrow, contracted pupil is a warning of 
danger." 

OBSTETRICS. 

Bound Ligaments, The Operation of Shortening the. — W. Alexander, 

Liverpool — Liv. Med. Chit. Jour., July. 
Uremia in the Process of Child-bearing.— Henry F. Lewis, Chicago. — 

Am. Jour. Obs., Aug. 

Discussing the Relation of the Great Neuroses to Pelvic Dis- 
ease, in a paper read before the Philadelphia Obstetric So- 
ciety recently, Dr. P. X. Dercumdrew the following conclu- 
sions (Am. Gyn. and Obs. Jour., Aug.) First, regarding neu- 
rasthenia: 

"1. That neurasthenia may exist independently of any 
local disease, pelvic or otherwise. 

2. That there is no necessary relation between neuras- 
thenia and pelvic disease when the two affections happen to 
co-exist in the same case. 

3. That when pelvic disease occurs in a case of neuras- 



Digitized by 



Google 



364 REVIEW OP CURRENT LITERATURE. 

thenia, the pelvic symptoms may be more readily recognized 
by the patient, and, therefore, become more prominent; be- 
cause in neurasthenia there is an increased reaction to local 
impressions, nervous weakness, and nervous irritability go- 
ing hand in hand. 

Secondly, as regards hysteria the conclusions appear to 
be: 

1. That hysteria may exist independently of any local 
disease, pelvic or otherwise. 

2. That there is no relation between pelvic disease and 
hysteria, even when the two affections coexist in the same 

case. 

3. That while in hysteria there is increased reaction to 
external impressions, this reaction is purely psychic. To re- 
peat the words used by me, in hysteria the patient is exceed- 
ingly impressionable and reacts inordinately to impressions 
involving the affective faculties. This reaction to external 
impressions differs altogether from that seen in neurasthe- 
nia, for in the latter the reaction involves the nervous sys- 
tem as a whole. In hysteria the patient readily accepts the 
suggestion — often a spontaneous auto suggestion— of pelvic 
disease, especially as groin pain or inguinodynia is so com- 
mon a symptom of hysteria. 

4. That the pain areas of hysteria bear no relation to 
disease of the deeper structures. 

How shall we apply these conclusions to questions of 
pelvic surgery? 

First, all idea of curing neurasthenia or hysteria by op- 
erations upon the pelvic organs must be absolutely aban- 
doned. Happily the day has almost gone by when such op 
erations are attempted. Healthy organs are no longer re- 
moved in the vain and grotesque attempt to relieve the 
symptoms of the neuroses. 

Second, when confronted with pelvic lesions occurring 
in women presenting nervous phenomena, the surgeon 
should bear in mind that there are, leaving out the insanities, 
three groups of nervous symptoms which such patients may 
present; first, those of neurasthenia; secondly, those of hys- 
teria, and thirdly, those directly due to and symptomatic of 
pelvic disease." 
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